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‘aca mental-hygiene movement has, during its brief span 
of eighteen years, proven interesting to the public. This 
is very gratifying, but it is also dangerous; for enthusiastic 
approval, unless well directed, is likely to encourage an in- 
vestment of interest in certain ill-advised issues. Those of 
us in the professional ranks of a health movement have a 
double duty: to arouse in the minds of the laity an intense 
interest in the possibilities of the wise application of recently 
discovered truths, but also to warn them against blue-sky se- 
curities in this field of investment. The public’s imagination, 
much aided by the press, loves to speculate on the possibilities 
of each scientific advance. We protest, but their reply is, 
**Tt’s possible, isn’t it?’’ ‘‘Why not?’’ But those actually in 
the work are in a better position to see just how impossible 
some possibilities are. The truth is that we all are by nature 
speculators: we love to take a long chance. The farmer, 
earning by hard, monotonous grind a fair living, is tempted 
to run at the first news of a new gold mine, and to spend his 
hard-earned savings for stock the description of which reads 
alluringly, and whose certificates are engraved in purple and 
gold. If he loses all, he regrets his rashness, but often he 
remembers with pleasure the thrill of the speculation. Per- 
suade a person, however, to invest his emotions in a new social 
movement which later goes wrong, and he feels betrayed, per- 
sonally injured ; he doesn’t like to have his affections carelessly 
played with. This gambling instinct of man, this desire of 
his to take a chance, is by no means as reprehensible as many 


* Read before the American Health Congress, Atlantie City, May 20, 1926. 
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would consider it. It is one evidence of the force of creative 
evolution which has made it possible for us to climb to the 
heights we now have reached; it is the force within us which 
makes it possible for us to hope to reach better things. Those 
not willing to take a chance, to speculate with their interests 
and their efforts, soon become the crustaceans of society and 
marked for degradation. We should, however, not exploit 
this instinct of our creative nature; and while by meetings 
like this we advertise the possibilities of certain movements, 
we must ever have in mind the fact that few in our audience 
have the same experience as we, and that the others will later 
resent a bad investment of their personal interest. 

We may illustrate by a recently published statement, from 
the field of physical hygiene, that some day man may live to 
be one hundred and fifty years old. ‘‘Why not?’’ they say. 
‘**The life of the majority of individuals is limited by the de- 
generative diseases and these same degenerative diseases are 
theoretically preventable.’’ Now no one desires more than 
I do to live to an age of one hundred and fifty years, pro- 
vided this increased lease of life is to be for a period of good 
physical and mental health. But here, too, medical problems 
are badly confused. It is true that theoretically controllable 
diseases prevent the great majority of individuals from 
reaching their threescore years and ten, or perchance four- 
score years, and it is true also that those same diseases lessen 
for each of us the value of life during our latter years. But 
we have as yet no reason to believe that could we eliminate all 
of these same diseases, we would by so doing lengthen life 
beyond the fourscore limit. There are other mechanisms 
which determine that limit. Preventive medicine has helped 
and is helping a greater and greater percentage of babies to 
come nearer and nearer to that limit and will help still more; 
nevertheless every element of improvement of our much 
vaunted present-day civilization, with all its many aids and 
comforts, tends definitely to shorten life at its latter end—has 
already shortened it some say, although some explain this 
away. Nevertheless, it certainly has not been lengthened, nor 
can we as physicians see evidence of anything that tends to 
lengthen it beyond threescore years and ten, or perchance 
fourscore. 
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Mental hygiene promises to make this physical life more 
worth while, for who wishes to live on insane or demented? 
Can we make good our promises? Of course, if parents 
always set their children a good example and always taught 
them while young to be good; if the churches continuously 
used a reasonable amount of energy toward directing our 
minds to higher things; if the schools were conducted, not by 
mechanical routinists, but by people reasonably able to teach 
mental self-control and to help the children to think, then 
there would be no need for mental hygiene, but neither would 
there be any need for courts and jails. The truth of the mat- 
ter is that most men must carry on until they drop; they 
cannot always follow our advice—not if it entails much reor- 
ganization of their lives—and like some lawyers who are said 
to spend their time not in teaching men to obey the law, but 
in showing clients how to evade the law and yet escape pun- 
ishment, so we must show our patients how they may carry 
on and not break. Those who might obey too often will not. 
Life offers so many enticing speculations that they wish to 
take a flier, provided there is any reasonable chance of 
success. 

The question, therefore, is one of reasonable speculation— 
not plunging, not gambling. We must mount upwards. Can 
we do so without increasing this enormous load which modern 
society carries, of insanity, of feeblemindedness, of social 
maladjustment, all of which is merely the wreckage of the un- 
wise speculations of preceding generations? 

At this point may we remind you that mental hygiene, a new 
subject, is not new because man has suddenly decided to inter- 
est himself in it, but it is rather the ‘‘next’’ subject in a 
logical sequence of an evolution of medicine which produced 
at first a medicine based on accurate pathology, then a psychi- 
atry based on an accurate internal medicine, and now a mental 
hygiene based on psychiatry. Mental hygiene bears the same 
relation to psychiatry that physical hygiene does to internal 
medicine. Both are proving their right to our consideration; 
both now are in that period of development when our func- 
tion is not to advertise new vistas, not to suggest new possi- 
bilities—these already are too numerous and too alluring— 
but rather to protect the public from an enthusiastic invest- 
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ment of its hopes in possibilities which, so far as we know 
now, may not be justified. 

The first subject we now discuss is that of mental defective- 
ness, a problem that seems, like a black cloud, to hang over 
the minds of many interested in social welfare. It is indeed 
a problem, but not nearly so difficult a one as the amateur 
seems to believe. Unfortunately, eugenics now has reached 
popular literature, and books have been published, written in 
convincing style, by those who have only an academic know]l- 
edge of biology and no accurate first-hand acquaintance with 
chromosomes, genes, sweet peas, black- and red-eyed banana 
flies, and long-haired guinea pigs. Studies of families have 
been made by those who trust the family traditions of igno- 
rant grandchildren and the gossip of neighbors, but who could 
not tell a moron or a child with dementia precox from one 
with adenoids. Papers have been written in which it is as- 
sumed that Mendel’s law applies as well to complex mental 
processes as to the color of the eyes of a banana fly, and 
others which illustrate the moral obliquities of an unfortu- 
nate family by pictures of the chromosomes of, perhaps, a 
star fish. Books are widely read in which the author assumes 
as proven for man the laws of biology as yet doubtful for 
guinea pigs, and in which it is assumed that the inheritance of 
mental traits follows the same general plan as the inheritance 
of brown eyes and red hair. But fair play prompts me to 
criticize also those who read these books. It is a sad fact 
that the religion of Jesus Christ has as yet neither bred out 
nor driven out a certain cruelty and selfishness of natural 
man, no, nor of woman either. At a recent meeting of a 
women’s club, the membership of which included the best and 
the best educated of women, when social betterment was under 
discussion, they cried out saying, ‘‘Sterilize them! Sterilize 
them!’’ Now we would urge that while we may know some- 
thing, but little enough, of the laws of inheritance of unit 
atomical characteristics, we know much less of the inheritance 
of mental characteristics and absolutely nothing at all of the 
laws which determine how much of a mental characteristic or 
ability is transmitted, even granting that these are inherited. 
Second, we overlook too much the potent influence of environ- 
ment, we underestimate the effect and influence of the exam- 
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ple of parents and other children, and we forget the influence 
of actual instruction, all of which influences are potent before 
four years of age. And, third, we use the term ‘‘inherited”’ 
in two different senses, including all the results of patholog- 
ical and nutritional disturbances. The same disease may run 
in four or more generations of the same family and yet not 
be inherited. One forgets that the child has nine months be- 
fore he is born in which to catch and to recover from any 
acute illness which can pass the placental barrier. During 
that period he may acquire—and not by inheritance—several 
chronic diseases. Also, the diseases of babyhood—that is, of 
his first two years of life—can, even though apparently well 
recovered from, affect profoundly his child’s physical and 
mental development. The mental defects which now interest 
us may not become apparent until about nine years of life, 
or more than seven years after such injuries have been in- 
flicted and forgotten. Yes, there is a real inheritance—the 
chromosome inheritance of the color of our eyes, of our hair, 
and the like. For illustration, I inherited the physical type 
of one of my grandparents. That is a chromosome inherit- 
ance which for the individual is unchangeable; it must be 
bred in or bred out during successive generations, if it is 
successfully to be modified. But I also inherited my great- 
great-grandfather’s clock. That also was an inheritance. But 
that clock did not descend to me by the same mechanism of 
inheritance. I believe that the inheritance of feebleminded- 
ness resembles that of the clock. 

For illustration, many children are born with syphilis, a 
disease which can pass to the third generation, in each case 
contracted before birth, and yet the child, grandchild, and 
possibly great-grandchild did not ‘‘inherit’’ the disease. It 
is a matter of antenatal infection. 

Again, in a goiterous region, the unborn child may develop 
a goiter, and that child’s child be born a cretin. This defect, 
present in each case before birth, may be transmitted through 
an indefinite number of generations, yet it is not inherited. 
This is an illustration of antenatal nutritional disturbances. 

Again, the little Irish boy talks with a brogue, and the 
Scotch boy with a ‘‘burr’’, and the little Chinaman, before he 
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is four years old, somehow or other naturally talks Chinese. 
He could have acquired a quick temper by the same method. 

Another current belief which we would like to challenge is 
the fallacy suggested by the word ‘‘moron’’. If we were to 
ask you to define ‘‘moron’’, we feel sure that you would 
reply much as follows: an individual over twelve years old, 
who is physically normal (if a girl, you doubtless would add 
that she may even be very attractive) and who mentally would 
to a layman appear normal, but who, if tested by an expert, 
would be found to have the mental age of a child between nine 
and twelve years old. You doubtless would add that this 
feeblemindedness was transmitted according to Mendel’s 
law; you would imply that this class is responsible for most 
of the crime and-vice in the world; and you might end by 
suggesting a eugenics of cold steel. Am I not right? But 
this picture is not correct. There is no such secret army of 
enemies to society who can be discovered only by experts. 
True, there is a huge army of defectives in our schools, per- 
haps 400,000 in America alone, and a larger army of 500,000 
not able to he in school at all, and only about one in ten of 
these in an institution. But we all know just who they are 
although we may call them by different names. No teacher 
with experience has any very great doubt concerning the 
identity of the majority of defectives in her classes; indeed 
we would trust her evaluation of their intelligence rather than 
the findings of a candidate for a master of arts in psychology 
who has just learned Binet’s methods. It is in her philosophy 
of life, in her interpretations of these children that she differs 
from the psychologist. ‘She and the psychologist have the 
same facts, but react to them differently. The ladies who 
rushed into a court to protest against the separation, urged 
by a child-welfare society, of three children from their feeble- 
minded mother had no delusions as to that mother’s mental 
ability ; they had the same facts as the welfare workers, but a 
different philosophy. The judge who stayed a sentence to 
jail for a criminal in order that this convicted man might 
marry a none-too-bright girl before he began his sentence had 
no doubt as to the moral level of the man or of the mental level 
of the girl, and yet I doubt whether all the eugenists and spe- 
cialists in psychometry could have altered his decision. The 
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judges need no psychologists to point out the simple-minded 
prisoners. They have the same facts; what the psychologists 
do is to give these facts a new interpretation. Another error 
merits challenge: the feebleminded group are not the crim. 
inals they are supposed to be. One confuses them with the 
unstable, the psychopathic, and the mildly insane; but they 
are a different problem. Neither are feebleminded girls a 
menace, provided normally minded men will give them as fair 
a chance as is given to their normally minded sisters. Indeed, 
reports of groups of feebleminded girls working in mills in 
the East show that their morals compare very well with those 
of others who are more fortunate. 

The one question is, What will society do with this group? 
Mental hygienists insist that society—and this includes em- 
ployers, teachers, and courts—recognize the limitations of 
defectives frankly and treat them as children of their mental 
age. We need no new laws. Those written years ago cover 
these cases completely. Why are they not enforced? We 
should establish guardianship over them, but not necessarily, 
or desirably, in colonies or in institutions. They make splen- 
did mill operatives, splendid workers at simple tasks. The 
laws now forbid them to marry and state the penalty for 
those who abuse them. Why pass more laws to be enforced as 
poorly? We believe that only a small percentage really owe 
their defect to heredity and those few are so evidently de- 
fective that they need deceive none. Why complain of the 
feebleminded woman who returned to the county poor farm 
nine times in order each time to increase the population by 
one more idiot? All near her know that she is feebleminded ; 
there can’t be any mistake about that; they know that those 
children are feebleminded. Yes, and they know also who she 
says are the fathers of those children, and imbeciles seldom 
are bright enough to tell a good lie. Yes, they need mental 
hygiene in that county—surgery also, perhaps, but not for 
this poor imbecile woman. Such conspicuous cases are rare 
compared with the total number, but we have heard of that 
one woman until we are tired. Pass the eugenic laws now 
before your legislatures, treat radically all whom the courts 
allow you to, will that stop feeblemindedness? We believe 
that another generation would not know much, if any, differ- 
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ence, because the social mills would continue to grind out new 
ones. The children of the ill favored keep on in the environ- 
ment of their fathers, in the same shacks, eating the same 
food, following the same examples set to each new baby, and, 
when older, repeating the sins of the fathers, not once, but 
often. The history of any defective family shows that we 
need not blame their state to heredity, since each generation 
seems to do its best to add to its unfortunate condition. 
Concerning the insane, the message is much brighter and 
yet that is blue enough. Each year, 75,000 new cases are 
admitted to the American hospitals for the insane. There 
are, therefore, to-day, in the schools and colleges of this 
country, one million young persons who sooner or later will 
be so deranged mentally that they must be legally committed 
as insane. This number is large, but that of the number of 
persons who have the same diseases, but in so much milder 
form that commitment need not even be considered, is larger. 
And yet it is a conservative statement that one-half of these 
mental breakdowns could be prevented. One of the first les- 
sons for the public to learn is that insanity is not a medical 
term—it is a social term, a legal term. Insanity is a term 
used of those mental disturbances of so marked a degree that 
legal measures are necessary for the protection of the patient 
and also of society. The term insanity has no reference to 
any one single mental disease; and each, if severe enough, can 
produce insanity. To illustrate, we would state that perhaps 
there is among the readers of this article a person with 
typhoid fever and certainly there are several with tubercu- 
losis who do not know that they are sick, and who will get 
well without ever finding out that they have been sick. So 
there are doubtless several persons who have some slight men- 
tal illness, exactly the same illnesses that others have who 
are in hospitals for the insane. They may get well and with- 
out either their wives or their husbands or they themselves 
finding out that they have been ill. It is the degree and not 
the character of the disease that counts socially; it is the 
character and not the degree that counts medically. Society, 
however, does not quite agree with us. The laity object to 
our use of the term ‘‘insanity’’ for those mental disturbances 
which are due to well-recognized physical causes, such as 
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pneumonia, Bright’s disease, brain tumors, or the effects of 
certain drugs, although persons afflicted with such mental dis- 
turbances may be just as wild, and their attacks on wife and 
children just as fatal, as those of the patient whom society 
calls insane. This means that the laity still believe in demo- 
niacal possession. ; 

Undoubtedly at least one-half of these cases of mental 
trouble could be prevented, were we able to put into effect cer- 
tain very simple rules of living, which rules already are well 
understood. But since to follow them would mean certain 
important modifications in the lives of parents, certain re- 
forms, our patients have no intention of putting them into 
effect. They prefer some unusual, novel, even forcible mea- 
sures to correct this evil. We must correct it, however, and 
the following measures are among those necessary. Our med- 
ical schools should be provided with the proper hospitals in 
which to train students in the early diagnosis and treatment 
of mentally disturbed persons. There should be better wards 
in our city hospitals in which nervous persons may be treated 
without any more stigma of hospitalization than in the case of 
a patient with typhoid fever. Public-school teachers, particu- 
larly in the lower grades, should be specially trained persons 
who will be able to work with children in smaller groups and 
individually, not persons whose excellence is shown by their 
efficiency in discipline and drill. The great reform in the care 
of the insane and the prevention of insanity, however, will 
result not from new laws, not from new hospitals, but auto- 
matically as a result of education, which will raise the level of 
information with regard to these diseases and in that way 
create a new attitude toward, not only the insane, but the 
mental health of all fellow beings. 

In addition to the groups already mentioned, with definite 
mental disturbances, mild or severe, but often temporary, is 
a more important group of persons who as long as they live 
are likely to have unfortunate urges, unfortunate inhibitions, 
antisocial tendencies, unstable emotions. These, on the one 
side, are the trouble makers of society, the zealots and fa- 
naties, while on the other side are the discouraged and those 
who have a definite feeling of inferiority and are therefore 
unable to realize even their lesser hopes. It is to this group 
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of persons especially that mental hygiene offers assistance, 
not only to those who are already disturbed, but, more im- 
portant still, to children, in whom we can prevent the develop- 
ment of such disturbances, as is now being done in the child- 
guidance clinics. The problems of labor unrest in so far as 
they concern the individuals involved, the problem of divorce, 
the problem of crime, all are to some extent problems of men- 
tal hygiene and to théir solution the mental hygienist will 
make important contributions. 

Mental hygiene has also a definite message for the normal 
man, for just as drill and wise coaching under a skilled teacher 
can improve one’s game of golf or tennis, so mental coaching 
can and has changed an ordinary college football team into 
one of the victars. It is no ungrounded enthusiasm which 
prompts us to say that the man who is 50 per cent mentally 
efficient may hope to become 70 per cent, the man who is 70 
per cent, 90 per cent, and so forth. It has been done. 

In discussing this problem further, there are certain truths 
that deserve emphasis. First, the problems of mental insta- 
bility and of genius are closely related. Protect a group of 
problem children and you are very likely to conserve a possi- 
ble genius. Not that every problem child is a potential genius 
by any means, but potential geniuses, if not protected, are 
very apt to find themselves in the group of problem children. 
Those with nervous systems so well balanced that nothing 
seems to disturb them seldom have much inspiration or talent. 
Their lives seldom rise above a dead level. They carry by 
far the heaviest burdens of the world; they seldom get spoiled. 
Too many of our geniuses do. No, we do not mean that our 
jails are full of geniuses. In the Middle Ages that may have 
been the case, but not now. Also, do not understand me to 
imply that a person shows his instability and his maladjust- 
ments best by antisocial attitudes. Some are reckoned as 
blessed reformers. In part, attitude is a question of direc- 
tion, and to the psychiatrist the difference between many a 
saint and many a sinner is only the small difference of 
direction. 

Secondly, fear, apprehension, and the like are paralyzing 
emotions which inhibit and lessen power of action and in time 
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alter the very mechanism of will and the very physical organs 
of motion. 

Third, society seldom appreciates the importance of nu- 
tritional conditions and the relation between mental states 
and physical diseases. Under-nutrition and mental stability 
cannot go together. Sooner or later the undernourished per- 
son becomes unstable, often resentful and destructive. His- 
tory is full of stories of the ruthless fury of hungry mobs. 
You avoid petting a hungry strange dog or cat; he is restless 
and irritable. But give him a good meal and later he is more 
friendly. I am not speaking merely of those who are under- 
fed and hungry, but of those who are definitely undernour- 
ished because they desire no more than the too little that they 
do eat and who too often are proud of their abstemiousness, 
and also of those who may eat enough, but who, for various 
physical reasons, are unable to use the food that they ingest. 
Whatever the reason, under-nutrition causes fairly definite 
mental states. In the undernourished group are many un- 
stable, undependable, unreliable’ persons; persons unreason- 
able in their zeal for reform; persons consumed with desire to 
help their fellow man, and others as willing to hurt him. Do 
not misunderstand me—we do not for one moment ascribe all 
such emotions to undernourishment, but we do assert that 
undernourishment tends definitely to intensify such emotions 
inman. The genius of Shakespeare inspired him to express a 
lack of confidence in a man with a lean and hungry look. I 
am informed by one in a position to know that one of our 
great allied countries refuses to appoint to its secret service 
a thin person. Not that all thin persons are undernourished 
and therefore undesirable, for many inherit that physical 
build, but since among those who are underweight there may 
be those who are distinctly undernourished, this particular 
nation does not take a chance with any, fearing that such a 
man may not be quite as steady, quite as reliable, quite as 
trustworthy, quite as dependable for long periods under try- 
ing conditions as the secret service demands. In the treat- 
ment of mental disturbances we see this clearly, for nothing 
quiets the restless maniac, helps the worried, or brings sleep 
to the nervous like overfeeding. 

The next point we would emphasize is the importance of 
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those latent, often undiscovered, physical diseases which may 
give no direct evidence of their presence, and yet which, by 
influencing body growth, limiting the functional ability of the 
various important organs, and lessening the sum total of 
strength, influence powerfully our emotional life. They hin- 
der us in the realization of our ambitions. They help to cause 
hostile attitudes toward life. They affect our work, our 
social life, and even our religion. We refer especially to 
chronic tuberculosis, which may smoulder for years; to the 
undiscovered syphilis which for decades secretly, but steadily 
destroys important tissues; to slight heart weaknesses, which 
explain why a boy does not excel in, or enjoy, physical 
sports; to latent kidney troubles; and other chronic diseases. 

The chief symptom that such diseases cause is easy fatiga- 
bility, and fatigue always narrows the mental horizon, 
limits definitely the scope of the field of the associative mem- 
ories, reduces the stimulating power of imagination, and as a 
result hinders the individual from realizing his ambitions, 
whether in work, play, or in his social life: The individual 
seldom realizes what the real trouble is; certainly he seldom 
believes that it is in himself. Why should he? He does not 
know how other boys feel. The result is that he interprets 
his failures to be promoted, his lack of success in life, as due 
to the hostility of others. So he either assumes an antisocial 
attitude and tries ‘‘to get back at’’ society—thus becoming a 
trouble maker or even a criminal—or he develops a complex 
of inferiority and so becomes more a weakling than he really 
should be. 

But the story does not end here. The resulting hyper-tense 
emotional states of worry, anxiety, and resentment, if con- 
tinued too long, themselves help to bring on physical diseases. 
They become an important, although never the sole, cause of 
high blood pressure and of various thyroid disturbances, 
causing first hyperfunction, therefore—in part at least— 
exophthalmie goiter, and, later, as a result of continued 
fatigue of this gland, myxedema. These diseases again be- 
come efficient links in the causation of still other diseases 
which are better known, especially hardening of the arteries, 
and various heart, liver, and kidney troubles. The same emo- 
tional states are partly responsible also for the production of 
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both varieties of diabetes; and, finally, they are very potent 
determiners of the degree of immunity production when a 
man is in the presence of the infectious fevers—for example, 
pneumonia—their presence or absence alone sometimes de- 
termining the fate of the patient. The so-called ‘‘virulence’’ 
of a germ of any given variety depends not so much on its 
own inherent qualities as on the susceptibility of the person 
harboring it. For example, when an epidemic of measles or 
of searlet fever spreads in a school population, some children 
have the disease and never know it; some remain home from 
school for a few days; others die. How each child responds 
depends not on the severity of the case from which he caught 
his illness, not much on the virulence of the germ, but on his 
own biological resistance; and this in turn depends partly on 
his own past history and more on the past history of his 
ancestors. Eliminate disease? Do you realize what that 
means? Eliminate disease? That slogan of so many health 
campaigns so glibly repeated and so vociferously proclaimed ? 
Is it possible? If possible, is it desirable? Even those of you 
who believe in a six-day creation realize that man was born 
into a world already inhabited by plant and animal kingdoms 
and that he conquered not only by the sweat of his brow, but 
also by his ability to establish immunities. Thus, against 
great odds, he fought his way to a state of self-preserving 
strength. Eliminate disease? Would you eliminate the prac- 
tice games of a football eleven? Would you prevent a child 
from exercise for fear that he might get hurt? No, it is by 
the practice games that we gain that strength and skill neces- 
sary to win out in the more serious games. Indeed, I cannot 
conceive of a more unfortunate individual than a child so 
protected against diseases that he has gained no immunity 
against them. The chances are that he will succumb to one of 
a trivial character. We need our practice games. We need 
biological as well as muscular exercise. Fortunately of most 
of these practice games we are quite unconscious. The im- 
munity that the child receives from an attack of scarlet fever 
so mild that he had neither fever nor a scarlet rash is in every 
way as strong, and perhaps stronger, than that of the child 
who barely recovered. We would at this point add also that 
the better vaccinations are nothing more than practice games, 
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but so staged that the child develops his immunity with a 
minimum of danger. The above may seem like a digression, 
but the conclusion is that the acute infections and the chronic 
degenerative diseases are indissolubly bound together, not so 
much in the same individual as in his family; and that while 
the mental states and physical diseases, both acute and 
chronic, are inseparably bound together in the chains of 
causation, yet on the whole the mental element seems rather 
fundamental. 

The assumption is often made that the problems of the 
individual are identical with those of the family, but we of 
‘*cold-blooded science’’ attach great importance to those 
words written over four thousand years ago—‘‘visiting the 
iniquity of the fathers upon the children unto the third and 
fourth generations of them that hate Me’’, and also to those 
words spoken to a race and not to separate individuals, ‘‘If 
thou wilt not observe to do the words which I this day com- 
mand thee, then will I bring upon thee the disease of Egypt of 
which thou wast afraid.’’ In other words, the moral, and by 
that we mean the mental, problems of one generation become 
the physical problems of the next, and both must be treated 
separately. The boys who were wounded in the past great 
war were not at all to blame for the sequence of political— 
that is, of moral—that is, of mental—events which led up to 
that great war, and yet they suffered, and you insist that each 
receive kind and efficient individual care. So the unfortunate 
boy or girl of to-day with a mental defect for which he or she 
is not at all responsible deserves kind and skillful considera- 
tion. The campaign to prevent the production of more such 
victims must be one of social readjustments and altered men- 
tal attitudes. A moral reform, yes, but by that we mean a 
mental reform, and by that we mean a reform based on scien- 
tific psychiatry and sociology as applied to the family group. 
We do not mean an ignorant, depraved, sadistic, cruel 
eugenics. 

We of the mental-hygiene group have no therapeutic pana- 
cea for the relief of the mental deficiency and mental diseases 
that give you so much concern, neither do we warn you of any 
imminent dangers that may seem to impend. We do not urge 
any program of radical reform, but rather one of research, 
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education, and demonstration. The mental hygiene we would 
offer is not alone for the defective and unfortunate, but also, 
and primarily, for those who, proud of their mental strength, 
are impatient of the weaknesses of others which they do not 
understand and yet which concern them primarily and vitally. 
The first step in the solution of this great social problem is 
not a coercive social reform, but the arousing of an enlightened 


social conscience. 
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* IS not my intention in this paper to try to present a pro- 

gram for meeting all the psychiatric needs of a city, but to 
outline a plan for meeting some of the needs that are not now 
commonly met. A basic need in any program is, of course, the 
provision of facilities for the recognition and care of the 
feebleminded and insane, in the legal sense of those terms. 
This involves adequate diagnostic service, to be had in Cleve- 
land in a variety of ways—from practicing psychiatrists, 
hospital-dispensary services, and the psychopathic hospital. 
Care and treatment must also be provided, either in special 
institutions, private or public, or in the community. All of 
this work centers around the treatment of disease and defect 
states, while our interest to-day is in prevention rather than 
eure. For that reason we shall not further discuss this impor- 
tant phase of the work, but will devote attention to the prob- 
lems involved in a preventive program. 

By common agreement (g_preventive program must be 
focused upon the problems of children. The main reason for 
this is that we know that work with children, when attitudes 
and personality trends are developing and before modes of 
response have become fixed, will prevent a great many diffi- 
culties both in personality adjustment and in behavior, and 
will, therefore, contribute to a happy and healthy life. It is 
clear, however, that working with the problems of children 
involves also working with the problems of the adults who 
control in so many ways the life and development of children.| 
We have, then, actually a double approach in our preventive 
work, working with both the child and the adult to achieve for 


* Presented before the Mental Hygiene Section of the National Conference of 
Socia) Work, Cleveland, June 1, 1926. 
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each new levels of adjustment which shall be reflected in the 
relations between the two. 

There are many known groups of children who present 
problems for mental-hygiene work. There is the group of 
dependent children, who, because of some disaster in the home, 
are becoming social charges and will during the period of 
childhood have their lives ordered by the social agencies, in- 
stitutions, and foster homes that assume the responsibility for 
them. For these a mental-health study seems needed, in order 
that really adequate plans may be made for their care. The 
mere fact of the breaking up of a home, and the necessary 
assumption, by some extra-home agency, of the care and train- 
ing of these children, presents a mental-hygiene problem of no 
small proportions in the individual child. 

/There is also a group of children who show retardation in 
intellectual development such that they are unable to compete 
in the ordinary types of intellectual work required of the 
The need here is for adequate diagnostic facilities in the 
schools, and over and above that, adequate facilities for the 
proper education of those children who are unable to keep 
up in normal competition and also for the superior child. It 
is to-day recognized as a basic principle in mass education 
that classification of pupils according to intellectual ability 
and the provision of special types of education is an essential 
not only in training for economic productivity, but in pro- 
curing an adequate degree of stabilization for the individual 
child. As is true in any section of our work, the facilities for 
diagnosis are not enough. It is much more important to have 
developed methods of dealing with the diagnosed cases than 
it is merely to make the diagnosis. I should plead here for a 
complete obliteration of the notion that just because a diag- 
nosis has been made, the situation has been in some way 
helped. To be sure, adequate planning and adequate treat- 
ment cannot proceed until there is an adequate diagnosis, but 
the diagnosis is not an end in itself; it is only a means to the 
end of proper treatment. 

[ther is a third group of children who present problems 
in behavior ranging all the way from mild to grave, and in-, 


volving such groups as the home, the school, or the community. 
The home problem is ordinarily handled by the parents, an 
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as a general rule very little admission is made outside the 
home that a problem exists. It is true that often parents 
handle such problems unwisely, and they often handle them 
too impulsively. They make mistakes in many ways in meet- 
ing the issues that are raised, but, after all, these problems 
belong to them and they are the people who must meet them, 
whether they meet them well or poorly. It is not fair to 
criticize the parent for meeting the problem poorly when the 
parent is giving to the solution of the problem the best that 
he knows. Evolution of assistance to the parent in meeting 
such problems has come about in various ways. Indeed the 
very variety of methods has operated as a handicap to 
securing a better level of parental care. For the most part 
parental education has been based on an external and super- 
ficial type of approach, the problem having been viewed 
entirely as an intellectual one, and handled on the presumption 
that a presentation of the facts would clear up the situation 
between parent and child. Unfortunately parents are people, 
and, being people, they have emotional blocks, pathological 
attitudes, and inner strivings of their own to which they react 
in dealing with their children. The presentation of intellectu- 
ally graspable material will not succeed in altering the parents’ 
point of view and methods of dealing with the child, if that 
material does not reach their emotional blocks and help to 
clear up their own prejudices. Imposed education will never 
do this. Only the education that develops from within, that 
meets the issues presented by the individual personality, will 
ever succeed as a real preventive measure in dealing with 
parents. 

The school has developed a great many types of machinery 
for dealing with the behavior group. There are special 
schools of certain sorts, often handicapped in the very good 
work they are doing by being classed as the ‘‘Bad Boys’ 
School’’ or the ‘‘ Bad Girls’ School’’, attendance departments, 
truant officers, parental schools, and the like. But all too 


~ frequently this machinery is again superficial and external in 


its approach, viewing the child who breaks the rules of the 
school as a case of difficult behavior rather than as a living, 
adjusting organism whose behavior is but a blind expression 
of difficulties in adjustment within the individual or between 
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the individual and his social nexus. This is perhaps an ex- 
pression of a universal tendency that is even more marked 
when we view the attitude of society to those who do not con- 
form in their behavior. Ever fearful, the social group is quick 
to take steps for its own protection, and what boots it that 
this protection in and of itself frequently does the opposite of 
what the group is really striving for, and merely produces a 
more serious type of offender? I take it that our expressed 
social purpose is to have a happy, healthy, and harmonious 
group. It is, however, a fair criticism that we as individuals 
want the health and happiness and expect the other fellow 
to provide the harmony, and in case he does not, our im- 
mediate protective reaction is to exclude him from the group. 
We do not consider enough the point that perhaps we, too, 
have contributed to the disharmony and that perhaps we, too, 
are partially involved in the other fellow’s failure to adapt to 
the group. This method of exclusion from the group or the 
tribe, whether it be by death, by deportation, by imprison- 
ment, or by slavery, is the most primitive of all the group 
responses to the individual who disturbs the peace, the 
security, or the comfort of the group. That the method is not 
in and of itself constructive is no bar to its application. That 
it does not succeed in producing a viable social unit from our 
misfit will not interfere with its application because it is based 
on some of the strongest primitive emotional reactions that 
individuals have. After all, the group is composed only of 
individuals. 

We have, therefore, in the work with the children who 
present behavior problems, community resistances to over- 
come. There is apt to be a strong community feeling that 
people are bad or good according to their heredity or their 
environment or their own voluntary choice, and we seem to 
have a community feeling that we should react to them only 
as they are of their own volition good or bad. There is a 
further community attitude concerning those who attempt to 
study problems in behavior with the same objective attitude 
and the same patient search for facts, the same patient 
attempt at the evolution of methods for dealing with those 
individuals who do not conform, that characterize the growth 
of any body of scientific knowledge. Such groups are often 
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regarded as queer or Bolsheviks or sentimentalists or enemies 
to the established social order, and so forth. Not much of 
this antagonism finds conscious expression, but enough comes 
out from time to time to indicate what the trend of community 
thinking is. People who try to work with behavior problems 
are accused, on the one hand, of being arrant sentimentalists, 
and on the other of being too scientific and inhuman in their 
approach. They are accused, on the one hand, of trying to 
standardize all children, and, on the other, of making indi- 
vidualists of the children with whom they deal. They are 
accused of publicity seeking, and of not doing enough pub- 
licity; of not doing enough follow-up on cases and of making 
too much study of a case. This list of ambivalent criticisms 
could be extended almost indefinitely. Actually they prove 
only one thing, which is that the groups working with behavior 
problems are approaching these problems objectively and 
scientifically, with sympathy for all the individuals who are 
involved in the difficulties, without expressing the revenge 
motive which is so characteristic in the social approach to 
behavior problems, and with an absence of predetermined 
judgments. In other words, these criticisms prove that these 
groups are doing their job as it should be done and not accord- 
ing to the emotional will-of-the-wisps that determine the 
attitude of the critics. 

We have, then, three general streams of cases ready made. 
This must not blind us to the fact that it is not only these 
three groups—the dependents, those who are failing in com- 
petition in the schools, and those who present problems in 
behavior in home and school and community—who are mental- 

_hygiene problems. There are also the ordinary normal chil- 
dren in the ordinary normal homes, who have problems within 
themselves and in their personal relationships that deserve 
some of our time and attention if our idea is the greatest 
possible mental health for the greatest possible number of 
peopie. 


} In any organization for mental-hygiene work in a com- 
jmunity, there are four fundamentals that must be recognized. 

First, it is necessary to realize that mental hygiene is not 
\he job of any one group in the community. \It has been well 
said that mental hygiene begins at home, a canny epigram- 
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matist once added, ‘‘and often should stay there’’. Mental 
hygiene as such, having to do with that portion of the organism 
that expresses itself in social relationships, is in some sense 
the job of each one of us. Scattered principles of mental 
hygiene are to be found in the written records of all civiliza- 
tions. Their formulation into a definite or fairly definite set 
of principles is, however, a matter of very recent times. What 
the mental-hygiene movement is trying to do is to formulate 2 
in scientific fashion the rules of mental health and the ways 
and means by which mental health may be gained or increas 
Mental hygiene is an important factor in the life of every one 
who has to deal with children’s problems. It begins, or should 
begin, with the problems of one’s own mental attitudes as they 
affect one’s relations with others. It extends in ever-widening 
circles from these people who make their own mental hygiene 
a definite objective. To mental hygiene and its principles 
contributions have come and will come from a wide variety of 
different sources. The most important contributions have 
been made by the overlapping fields of psychiatry and_psy- 
chology, which have formulated, renee, de facts about 
mental disorders of all sorts-aid the facts about the normal 
mind. Mental-hygiene leadership is to be expected from this 
group, but mental hygiene as a job is not the job solely of this 
group. [These tw6 and social work, education, recreation, the 
home, the school, the church, and the court—and'so on through 
a long list of community resources—have each something to 
contribute. | Sound mental-hygiene work, to reach any con-’° 
siderable portion of the community, must, then, be well organ- 
ized, receiving contributions from all those zones of work that 
may be expected to make contributions and making contribu- 
tions to the working techniques of the groups who deal with 
large groups of children. 
}: The second fundamental is that the number of trained and |“ 














































































































experienced workers is limited, and this condition, as I see it, 
is bound to continue for a considerable period of time.) The 
personnel is increasing constantly, but it is not increasing in 
proportion to the increased demand. Such personnel as we 
have available must be used,in terms of leadership. A warn- 
ing seems necessary here:Ahalf-baked mental-hygiene work \/ 
is probably much worse than no mental-hygiene work at all, 
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and a trained and inspiring leadership is absolutely essential 
if adequate work is to be done in the community. Above all 
things, sentimentalism as a stimulus to mental-hygiene work 
is to be deplored, although sympathy, human understanding, 
and tolerance are outstanding needs for any sort of mental- 
hygiene wor 

The third fundamental is that the community has a large 

{inert Man’s primary interests lie in the preservation of 
is life and in his physical comfort.} The mind remains for 
most people the greatest mystery of all, more secret and, in a 
sense, more sacred than reproduction itself. The general ideas 
of the mind adhere to archaic patterns now worn threadbare, 
and it is an enormous problem and an enormous task to 
present newer conceptions of the mind in a way that shall be 
workably related to the individual and his concepts and his 
job. |We are, on the whole, mentally lazy") We object to new 
ideas, we object to anything that disputes the ordered series 
of concepts with which we placidly face the difficult problems 
of existence. Anything that affects our feeling of security in 
ourselves is rejected, and all these elements enter into com- 
munity inertia. As a group, we act only when fear of some 
sort is aroused. The mental hygienist does not wish to use 
fear as a means of arousing people to action because he knows 
its detrimental effects all too well. We are, then, faced with 
the problem of patiently trying to dent an inert mass, and 
oftentimes our efforts seem all too puny. 
, The fourth fundamental is that our basic knowledge, despite 
/ all that we know, is still limited and that we have not reached 
; a stage where we may sit back and formulate final and static 
/ rules to cover all the mental-hygiene issues. | Quite fortu- 
““ffately, we never shall be able to do so, because our problem 
is not a static problem, not a question of structures to be 
analyzed, but is a problem in dynamics, in dealing with which 
we are confronted by constant flux and change. We shall need 
to keep up a constant stream of educational and clinical work 
if we are to succeed in our mental-hygiene efforts. 

With all these points in mind, it becomes possible to sketch 
the broad outlines of the organization of a community for 
mental-hygiene work. The plan here presented is necessarily 
an elastic one, since so much depends upon the facilities avail- 
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able in a given community. Perhaps no community is at the 
present time in a position such that a complete organization of 
this type is possible, and certainly many smaller communities 
could deal only with one or two elements of the plan. There 
is no reason, however, why a community should not start 
something commensurate with its facilities and its needs, even 
though only a small part of the needed work were attempted 
in the beginning. 

The central feature of organization for mental-hygiene 

Eea as I see it, is clinical work with the groups of children 
already outline There are several conceivable ways in 
which this could be done. / The most satisfactory method, in 
my opinion, is that of the central independent clinic group 
whose services are available to social agencies, schools, courts, 
physicians and hospitals, and parents.7 This method of organ- 
ization is preferable to the method of organizing a series of 
clinics to serve these agencies individually. Such a central ° 
clinic should be staffed with psychiatrists, psychologists, psy- 
chiatric social workers, and the needed clerical group, in order 
to make effective its clinical service and in order to develop 
that degree of community codperation which is absolutely 
essential in work with maladjusted children. In individual 
instances, communities have set up such clinics in relationship 
to some specific agency dealing with children, as, for example, 
the clinic in the public schools in Minneapolis, the various 
court clinics, and so forth. From a practical point of view, 
however, if one accepts, as I do, the central principle that the 
clinic is a coérdinating, cooperating center and that it must 
establish broad lines of codperation with all the institutions, 
including the home, that enter into and affect the life of the 
child, the desirability of an independent organization and 
position seems quite clear. { Properly organized and with a 
large enough staff to care for the work, there are several types 
of clinical service that may be offered. 

First, there is the mental-health study for dependent chil- 
dren who are becoming charges of the social agencies of the 
community. | We have long ago seen the light on the advan- 
tage of studying the physical health of the child at the time 
when he becomes a public charge and providing care and treat- 
ment for the minor and major physical defects that may be 
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found. In many communities a further step has been taken 
and the intelligence of the child has been measured at the 
time of his admission to the agency, for the particular pur- 
pose of selecting the feebleminded children who should receive 
care in a specialized institution. So far as I know, there are 
no communities that go beyond this and round out the study 
of their children by looking into other matters concerning 
mental make-up and mental health. Since we recognize more 
clearly to-day than ever before that other aspects of mind 
than intelligence are of the greatest importance in determin- 
ing healthful social relationships and the successful living of 
life, it would seem entirely logical to develop a completely 
rounded study of the mental health of the child at the time 
when he becomes the charge of a public agency rather than 
after he has given indications of the need for study of his 
mental health by presenting problems in behavior or in other 
ways. The proper formulation of this mental-health study 
is an issue of grave importance, as there are so many ways in 
which it may be wrongly or poorly done and so be a hindrance 
rather than a help. 

The second type of service would be a consultation service 
designed to evaluate situations with which case-workers are 


_ confronted in the management of their case-work problems. 


———: 


In this instance,} the consultation is based on the worker’s 
record and accumulation of data rather than upon individual 
study of the child. \We must, it seems to me, constantly bear 
in mind that|this method has great limitations, and that it is 
in no sense a substitute for actual study of the case. Never- 
theless, it is an important and helpful method so far as the 
case-worker herself is concerned. \On the basis of an experi- 
ment carried out last summer; we have had a workers’ con- 
sultation service with three agencies during the past winter, 
and it seems to me that it has been highly successful in 
achieving its objectives. These are a provision of definite help 
to the worker in dealing with her immediate problems, adding 
to her knowledge of mental hygiene a technique and principles 
which she can apply to other problems with which she is con- 
fronted in her case-work, and increasing the effectiveness of 
the codperation between the clinic and other agencies. Many 
of the cases presented in such a service must necessarily be 





















PROGRAM FOR MEETING PSYCHIATRIC NEEDS 473 


studied in detail before any satisfactory solution of the 
problem is reached. 

There is another small group of cases which can be dealt 
| with on the basis of advice directly to the parent who is having » 
Udifficulties with a child. Such cases are not numerous and 
must always be very carefully and critically selected for such 
management. They are represented chiefly by instances where 
a parent has“become, perhaps suddenly, quite apprehensive 
concerning some minor trait which the child shows, and desires 
advice as to dealing with the immediate situation.) A fairly 
careful survey of the situation with the parent will usually 
show whether a complete study is necessary. 

Another type of service is the one of partial examination in 
cases in which the preliminary statement of the problem that 
the child presents is fairly clearly indicative of the nature of 
the underlying difficulty, and one or more special examinations 
are necessary to confirm or refute this first impression. This 
type of service seems most profitable in the examination of 
children when feeblemindedness is suspected, and the intelli- 
gence tests give a clear-cut answer to the question. I do not 
mean to imply that only the intelligence tests should be made, 
since other factors may enter into the problem as well. 

These shorter services—or, as they are commonly called, 
slight services—are the most difficult of all with which to deal, 
and demand from the staff members working with them the 
highest degree of alertness, quickness, and skill in interpreta- 
tion. In our experience, they are not services to be intrusted 
to those who are just beginning their work in this field, but 
rather to the most experienced members of the staff. It must 
always be remembered that they are, after all, only first 
approaches to the problem and that no cases should be dealt 
with by such slight services unless it is absolutely clear that 
a contribution can be made in this way to the treatment of the 
situation. 

We come, then, td the major clinical service of such a clinic 
group—namelyj the complete study and evaluation of a situa- 
tion, its interpretation in terms of the dynamic stresses and 
strains involved in causation, and particularly the carrying 
out of treatment measures designed to remedy the fundamental 
difficulties in the situation} I would emphasize again that 
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making such a study is not in and of itself enough, but the 
study must be functionally useful and used in the treatment 
of the problems presented, else it has failed. I take it I need 
not repeat the fundamental studies involved, but I should like 
to remind you that when we deal with a human being who 
is out of adjustment, it becomes absolutely essential to study 
all of the ways in which he is out of adjustment, all of the 
ways in which he is well adjusted, all of the underlying factors 
in his personality that contribute to the lack of adjustment, 
and all of the factors in his environment—with particular 
reference to those dynamic portions of the environment, the 
personalities to whom he must adjust—before we can be very 
certain of the steps to be taken in readjustment. 

It is} in my opinion,{a mistake for such a clinical group to 
attempt to carry under treatment any considerable proportion 
of the cases it studies.) To do so would not only reduce its 
opportunities to deal with the constantly increasing stream of 
cases that the community sends to it, but would prevent the 
development in other agencies of their own treatment attack 
and of their use and understanding of mental-hygiene prin- 
ciples in their own work. Wherever possible, it is clearly 
desirable to carry on treatment measures codperatively, the 
agency of primary responsibility for the child carrying out 
the social-manipulative measures, the clinic carrying on the 
more technical psychotherapeutic measures. (The bulk of the 
clinic’s cases should always be, it seems to me, those which 
~ we call consultation cases,meaning thereby that after the 
study a report and recommendations are given to the agency 
of primary responsibility and further contacts are made by 
the clinic to follow up and see what the outcome of the situa- 
tion has been, or on request of the agency as new situations 
arise. (fo make this consultation service effective, it is neces- 
sary to”Hiave a very clear understanding between the agency 
and the clinic, and there must be constantly developing a 
greater and greater realization of each other’s problems, 
points of view, technique, attitudes, and vocabulary, so that 
the report to the agency will have meaning in terms of func- 
tional effectiveness. {Because of the ease with which this can 
be started, the point is often overlooked that to make it 
effective demands a great deal of careful, patient, slow work, 
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not only in this particular field of agency and clinic contacts, 
but in many others, and that the desired results are not to be 
obtained in a day. The most necessary item for it seems to be ° 
that the clinic shall not pursue a policy of splendid isolation, 
but shall actually be integrating itself into the work of the 
agencies to which it gives service. 

Our clinic staff, then, must provide for the community both 
direct and indirect case services, which shall be functionally 
useful to those whose continuous contacts with the life of the 
child are so important in shaping the individual into which the 
child will develop. In the Cleveland plan, both of these direct 
and indirect services are provided for, and as the plan stands at 
present, there would be, for all children coming into the hands 
of social agencies for a long-time placement, a routine mental- 
health study with a report to the agency, but with no assump- 
tion of responsibility for the final plan on the part of the clinic. 
It would give to the educational system, agencies, and court 
a problem service concerned with the study of children who 
present known problems in adjustment and the development 
of the treatment of such defects. We hope to provide for the 
court a special sort of routine mental-health survey through 
which cases would be chosen for more intensive study and 
treatment in codperation with the probation staff. 

We have come to the conclusion that there is a definite 
technique in the setting up of adequate codperative relation- . 
ships with another agency. This technique, in our opinion, 
involves three steps. The first step consists of lectures or 
group discussion through which the mental-hygiene principles 
involved in work with children may be presented to the entire 
staff of the agencies with whom one wishes to work. If this 
is a very large staff, this preliminary work should be done 
with the supervisory group, since through them all of the 
case-workers in that agency may be effectively reached. — It 
will be necessary also to develop in the agency one or more 
workers who, through some six months of assisting at the 
clinic, become completely familiar with it and acquire a great 
deal of information concerning mental-hygiene principles as 
applied to their own field. 

The second step, then, in the evolution of codperation is the 
provision either of the mental-health-study type of service or 
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the workers’ consultation service, through either of which 
further diffusion of mental-hygiene principles and technique 
becomes possible. Not only does this result, but the clinic 
staff itself becomes increasingly familiar with the problems 
and technique of the agencies with which codperation ‘is 
established. 

~- The third step is the actual codperative study and treatment 
of individual cases. Of course these three steps are often 
going forward simultaneously. 

It is clear that in the clinical services, as outlined so far, 
there is constantly being carried forward a mutual education 
between agencies and clinic which in the long run increases 
the effectiveness of clinic work and adds to its case-load 
capacity. It is, perhaps, not possible in any community, and 
has not been possible here, to develop these codperative 
services with all the agencies that might use them. It has 
recently been pointed out that we have done far too little 
work with the settlement houses, with the recreation workers, 
and with the orphanages, yet until satisfactory codperative 
work with case-working agencies, the court, and the special 
divisions of the schools has been established, it is impossible 
to do very much with the other groups, and in a community 
plan I would not advise trying to reach all of the groups at 
once, but, instead, attempting to reach first those groups with 
which satisfactory working relationships are the most impor- 


tant. 
| Beyond these clinical services, there is the large issue of 
tion, which means primarily the education of adults with 
regard to mental hygiene and with regard to the children with 
whom they must deal.) It is imperative to recognize the need 
for a carefully laid plan for such educational work, else the 
drain upon the time and energy of the staff may seriously 
interfere with its central objective. There is a great appeal to 
the individual in being invited to address a women’s club or 
a men’s club of importance and standing in the town. Such 
invitations are apt to be so numerous that they become a 
serious problem. Organization is necessary in advance if the 
work is really to be effective. As a group, we have discarded 
the single-lecture idea as a means of really contributing to the 
mental-hygiene education of the community. It is useful and 
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we use it and we try to make our single lectures as educational 
as possible, but we do not rely on it and regard it as wasteful. 
Instead, we have steadily pursued the policy of arranging for 
talks in series to be given to groups of organizations, such as 
Parent-Teacher associations, in such a way that we reach a 
great many more organizations and reach them more effec- 
tively than if we went to each with a single talk. This is the 
explanation of the fact that in the past one and a half winters 
we have been able to reach all but 56 of the 140 odd Parent- 
Teacher associations in Cleveland and its immediate suburbs, 
and that there is no important woman’s club in the city of 
Cleveland that has not been reached in some way. The prob- 
lem that now confronts the community clinic is, on the basis of 
this broad foundation, to do a more definitely educational job 
in such a way that a considerable group of people will be 
reached and yet the time of the staff conserved. So far as the 
plan has been evolved, there would be during the coming 
winter a series of from sixteen to twenty lectures to one large 
group of mothers. Realizing as I do the unsatisfactory nature 
of the lecture as a means of mental-hygiene education, it is 
further planned to split this large group into small groups of 
twenty, with a leader for each. The person who gives the 
lectures will afterwards meet with the group leaders for a 
round-table discussion of the material presented in the lecture, 
and each leader will then have a round table with her group 
of twenty to discuss the lecture and relate the material thereof 
definitely to the problems of the people in the group. From 
what I know of the Cleveland public and of the group of 
women who, as a subcommittee of our board of trustees, have 
evolved this plan, there is no reason to doubt that such a series 
will be largely attended and will have a pronounced effect 
upon the community attitude toward children and their 
problems. 

So far we have been speaking only of parents. The parents 
are not the only group in the community for whom educational 
work must be provided. The next largest group of people 
who come intimately and constantly in contact with children is 
the group of teachers, and here we are confronted with two 
issues, First, there is the teacher in the classroom, daily con- 
fronted with the problems in adjustment and behavior of the 
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children, harried and torn by the demands of her job. This 
teacher has needs, which she recognizes, for mental-hygiene 
principles and technique in her work. Then there is the teacher 
in training who is soon to be confronted by these same prob- 
lems that harass the teacher in the classroom, and means must 
be found for reaching this group as well. Then there are the 
social workers—those in the field and those in training, par- 
ticularly the latter—and various other student groups that 
should be reached had we the time and the opportunity. Par- 
ticularly courses for medical students seem imperative, if 
medicine is to make its proper contribution to the whole field. 
For education and for social service, definite courses have 
been and will be given in the schools of education and of 
applied social science at Western Reserve, which has many 
advantages for students and clinic staff. The method of the 
formal course is time-conserving for the staff and reaches a 
large group in an orderly fashion, at the same time giving the 
students university credit. It should be pointed out that other 
courses in mental hygiene and child training are available— 
such as the course for parents given by Professor Myers at 
Western Reserve—and that the clinic group is greatly in- 
terested in stimulating attendance at these courses and in 
increasing the number that are available. In other words, the 
clinic does not compete with established work, but attempts 
merely to supplement it by courses dealing with the special 
phase of behavior presented chiefly from that clinical point 
of view which is so essential in mental-hygiene education. 

To carry out all this work in the community demands a 
high-grade, stable organization as a background for thesd 
clinical workers. In Cleveland this organization will probably 
be an independent board of trustees appointed in part by the 
Welfare Federation and in part by the board of trustees of 
the Children’s Aid Society. Our present board, by its own 
vote, automatically expires on February 1, 1927. The new 
board will probably follow along the lines laid down in the 
make-up of the present board, which includes a wide repre- 
sentation from the board of education, the parochial schools, 
the juvenile court, the several women’s clubs, the Parent- 
Teacher Council, the Welfare Federation, the Jewish Welfare 
Federation, the Cleveland Foundation, the Board of Trustees 
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of the Children’s Aid Society, the federated churches, the 
Academy of Medicine, several departments of Western 
Reserve University, and the boards of a number of codper- 
ating organizations. There is a principle involved in the 
selection of such a board, which is that it should be widely 
representative of community interests, and particularly should 
there be an interlocking directorate. Not only should the 
board stand for something in the community, but it should 
stand for something in the clinic, and it is imperative that 
such a board should be well informed regarding the opera- 
tions of the clinic, for which reason a series of standing com- 
mittees should be constantly at work. 

With such an organization of board and of clinic, with con- 
stant interchange between the two, with clinical and educa- 
tional services provided, with constant upbuilding of codper- 
ation with other agencies and constant resistance against the 
common trends toward isolation and jealousy, it seems to me 
that the community is organized so that mental-hygiene work 
may go effectively forward and help, as it undoubtedly can, 
in procuring for the individuals in the community. a better 
mental health than they already have, and so increase 
‘‘community mental health’’. 
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EMOTIONAL HANDICAPS TO INTEL- 
LECTUAL ACHIEVEMENT IN 
SUPERNORMAL CHILDREN * 


JEANNETTE REGENSBURG 
Psychologist, Bureau of Children’s Guidance, New York City 


| be IS becoming a recognized principle among educators 

that, in establishing the intellectual capacity of an indi- 
vidual pupil, we have answered only one of many important 
problems. For a time, knowledge of mental ability sufficed 
for classification in schools, until, with the development of 
interest in the other aspects of human mental life, it was 
found imperative, for the adequate handling of educational 
problems as well as of obvious behavior difficulties, not only 
to know the pupil’s score in a standardized test, but also to 
understand his personal relationships, attitudes, and feelings. 
The desire for such additional information grew up in part 
because of the heavy toll of unexpected and unwarranted 
failures in achievement. Such failure is a phenomenon com- 
mon to all grades of intelligence and to all ages, but it is 
perhaps most serious when it occurs among gifted children, 
since it is to them that the world must look for its progress. 
How often has the sceptical and practical layman asked, 
‘*What happens to all these brilliant children when they grow 
up?’’ And no doubt the answer is, ‘‘Many of those we never 
hear of again belong to the emotionally handicapped who 
never, because of their social unadjustment, reach the full 
promise of their potentialities.”’ 

It is with this group that we are concerned, smgling them 
out because of the alarming proportions of the problem, partly 
the result of our educational policies and still more of social 
unadjustments. We are ignoring, for the present discussion, 
consideration of those who are highly endowed with special 
abilities or handicapped by special disabilities, taking super- 
normal in the technical psychological sense to mean children 

*Read at the Second Annual Convention of the American Orthopsychiatric 
Association, New York City, June 5, 1926. 
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who are equipped with all-round mental ability, as judged by 
the Terman revision of the Binet-Simon test, at least 10 per 
cent above their chronological ages.’ That is, they have in- 
telligence quotients of 110 or more, yet are failing in school, 
are disproportionately retarded in grade placement for their 
mental ages or actually retarded for their chronological ages, 
or show by retesting that estimates of their native intelligence 
suffer severely under the strain of emotional problems. 
Should any one doubt the necessity of devoting special 
attention to this group of unwarranted school failures, there 
are some enlightening figures to be obtained from the records 
of the Bureau of Children’s Guidance, which, though at 
present in rough statistical form, indicate conclusively a real 
problem. About ninety, or 15 per cent, of the cases referred 
to the bureau since its establishment four and a half years 
ago are in the supernormal group. With eight exceptions, 
they have been referred as manifesting undesirable behavior 
symptoms, but, in addition, thirty, or one-third of the group, 
are reported also to be failing in one or more school subjects, 
some in all of their class work. Instead of being advanced 
for their chronological ages, or at least normally placed, we 
find 20 per cent of the group over age for their grades. We 
must look then for demotions—ruling out late entrance in each 
case—and we find that as many pupils were demoted as were 
over age. Occasionally a gifted child was found to have had 
as many as four demotions, and rarely has such a pupil 
advanced rapidly enough to make up the lost time. Ordi- 
narily one expects supernormal children to derive satisfaction 
from school success and to exhibit considerable interest in 
academic activities. When one finds as large a showing of 
failures as this, one must look for the causative factors that 
lie back of the unadjustment, to learn what is giving some of 
our gifted children more satisfaction than successful use of 
their intellectual equipment. We find the most significant 
answer in the compensatory or protective mechanisms which 
the child employs in his educational maladjustment. Further 


1 Wherever in this paper a child is designated as supernormal because of his 
intelligence quotient, it is to be assumed that the psychological examination 
revealed nothing to indicate either special abilities or special disablities. A full 
diseussion of the problem would include those eases also. 
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investigation leads us to the home or school setting whi 
makes possible the use of the undesirable reaction instéad 
of the healthy one. At this point, perhaps, it is well to recog- 
nize that many school successes are experienced unhealthily 
through the infantile desire to please, or as an escape from 
heavier responsibilities; but we will discuss in detail only 
the reaction of failure to achieve. 

Though this problem arises at all periods of school life, 
from our experience with this group of supernormal children 
there appear to be three strategic points: first; the time of 
admission to elementary school, whether to kindergarten or 
first grade; then entrance into junior high school; and, third, 
admission to first-term senior high school immediately after 
graduation from the eighth grade. It may rightly be argued 
that for any child these occasions mean a tearing loose from 
old conditions and a readjustment to a setting that demands 
increased responsibilities. Entrance to elementary school 
represents the first separation from a protective home setting, 
a bewildering contact with a large group, the first assumption 
of independent duties. Junior high school supposedly is a 
gradual change from the close supervision of primary school, 
not so complete a change as senior high school. We find, 
however, that it reacts on many pupils as a revolutionary 
experience if we are properly evaluating their inability to 
meet the new responsibilities of departmental administration. 
The shift from a single teacher, who is easily placed in a 
parental réle because of her close contact and more intimate 
knowledge of her pupils, to a comparatively unstable, varying 
group of subject teachers, who handle several hundred chil- 
dren a day and therefore have close connections with none, 
requires not a gradual change of attitude, but a sudden 
assumption of the independent réle. i 

If we stop to consider that often, from the time of admission 
to school, the supernormal child is exposed to competition 
with older children, emotionally more mature than himself, it 
is clear why at these strategic points he seems strangely 
unable to adjust. He has not attained that stage of emotional 
development which permits him to meet the new social-educa- 
tional situation with the ease possessed by his older class- 
mates. The normal pupil of twelve enters junior high school 
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with some pre-adolescent leanings toward emancipation, 
whereas your ten-year-old, in the same placement because of 
his rapid advancement, is completely at sea. His disturbance 
is manifested not only in his behavior, but in his work. This 
is the point at which his marks take a slump. The same is 
true of the twelve-year-old gifted children who enter senior 
high school in competition with their fourteen-year-old class- 
mates. Whatever difficulties lie before the average pupil when 
he is transferred to a new setting are intensified threefold for 
the younger, more immature, though highly gifted child. 
Achievement, as we take it, includes any intellectual per- 
formance for which the psychologist or teacher is using an 
objective measure. Such use of the term includes certain 
measures less objective than the intelligence and educational 
tests which are the instruments of the clinical psychologist— 
namely, the grade placement and class ratings, both of which 
are subject to the judgment of individual teachers and to 
school policy. Nevertheless, it is absolutely necessary to use 
these rankings as measures of success or failure, in spite of 
the fact that grade placement depends on the attitude of the 
school board toward advancement or retardation as much as 
on the actual merits of the child’s work. In some school 
systems it is not permissible for a child to spend more than 
two terms in a grade; after that he is promoted regardless 
of achievement. This depends partly on whether the local 
schools are equipped with special classes to care for those 
who cannot progress at normal speed. For the other end of 
the curve of distribution, policies differ as to extra promotions, 
rapid-advance classes, or so-called Terman classes for super- 
normals; skipping is taboo in some places, but is the only 
solution in some other less richly endowed locality. Rapid 
advancement through skipping often has disastrous results; 
in terms of grade placement a certain amount of retardation 
for mental age is a salutary measure for the most highly 
supernormal children. Full advancement in strict accordance 
with the individual’s mental age, with no regard for his 
physical, physiological, or emotional development, can be and 
usually is a dangerous policy. It is axiomatic that as our 
growth within any one sphere is irregular, so are the growths 
of the several spheres imperfectly correlated. The child of 
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nine with a mental age of sixteen, seemingly capable of com- 
peting in the intellectual field with second-year high-school 
pupils, runs amuck if actually placed in that situation. He is 
not capable of meeting the comparative freedom of a high- 
school régime, which offers countless signs of emancipation 
eagerly heralded by the adolescent, but opens a darkly ominous 
wilderness to your pre-pubescent youngster. This is true of 
both the academic and the social life in high school. The 
child is, first of all, used to short, definite, fairly rote assign- 
ments, and is introduced quite suddenly to new ways of study- 
ing—small research jobs, the seeking of causal relationships 
and principles of growth; no longer does it suffice to know 
the date of William the Conqueror or the chief exports of 
Russia. Not only must he read quite widely, but often must 
select his own bibliography. This is neither impossible nor 
unpleasant to supernormal children, but as accelerated young 
pupils, they need much more guidance than they are given in 
the ordinary high-school setting. 

What would the reaction of a nine-year-old be to a high- 
school dance when normally at that age his contact with girls 
simply means including them in the least rough-and-tumble of 
his outdoor games? What place would you give this nine- 
year-old on the football team? What chance would he have 
in any athletic contest? What attitude would he build up in 
defense of his perfectly normal temporary physical inferi- 
ority? 

We expect, then, that whenever an educational plan is 
mapped out for a supernormal child, it will be with due con- 
sideration for his all-round development and a recognition 
of the serious dangers inherent in too rapid advancement. 

Having disposed in general terms of the responsibility of 
educational policies toward the supernormal child, it is 
desirable to consider the more personal human relationship 
of the teacher-pupil situation. There is, first of all, the in- 
dubitable fact that the teacher’s attitude toward her pupils 
and theirs toward her influence the report-card marks. As 
long as the two principals in the situation are interacting 
personalities, the error of prejudice will persist. It can be 
lessened in importance, no doubt, by the growth of objectivity, 
a growth dependent not only on the increased use of stand. 
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ardized-test material and refined rating scales, but more 
largely on the development of personalities. Just as emotional 
maturity, detachment, objectivity—call it what you will—is 
being set as the goal for those in social service as a prime 
factor in successful treatment, so must it be held an equally 
important goal for teachers, who more than any other adults 
except parents come in contact with the school child. 

Personal bias not only affects report cards and promotion 
lists, but, more significantly, behavior reactions in the class- 
room. There is not time to digress into the teachers’ own 
problems as they affect the solution of the child’s difficulties— 
how, for example, some respond to attention-seeking while 
others thwart it, either punishing the child for their own 
early deprivations or identifying themselves with the child in 
order to satisfy their needs through hi There are some, 
of course, who do meet their pupils’ problems with the wise, 
mature handling we should always like to see, discreetly com- 
bining their warm personal interest with attempts to develop 
in the child a healthy independence, something quite different 
from an undesirable protest against reasonable eth.) We 
do not for a moment overlook the fact that personal prejudices 
in the classroom can result in indulgence as well as depriva- 
tion, and in either case we are combating an unhealthy situa. 
tion. Reaction to the charming graces of a certain super- 
normal youngster worked in one case to provide a perfect 
substitute for the security experienced at home, particularly 
as the desire for it was deep-seated in the boy, who had no 
impulse to free himself and was satisfied with failing marks 
because of the complete libidinal satisfaction gained by the 
attention and indulgence of his teachers. 

What other mechanisms do we discover utilized in school by 
the immature supernormal child to solve his emotional prob- 
lems? The case just mentioned is an example quite perfect 
in all its details of a satisfactory libidinal experience within 
the school walls. Should the desire thus to extend the pro- 
tective home situation be thwarted, innumerable other com- 
binations of behavior reactions may result. Perhaps the 
child, a rival with classmates in school as he is with sibs at 
home, is jealous of the teacher’s attention to any but himself. 
He may then draw a negative satisfaction from sulking or 
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neglecting his home work, because that will attract her atten- 
tion, or he may exhibit mere aggressive behavior, studying 
purposefully to gain approval. The aggressive reactions are 
not always as desirable even as this on the surface, since the 
child most frequently solves his problem by annoying both 
teacher and classmates, with humiliating success. In such a 
case tantrums, teasing, disobedience, impertinence, and all 
other irritating conduct place the pupil in the center of the 
stage, but are too often accompanied by school failure. The 
attention gained from being singled out of the group gives 
more satisfaction than a peaceful existence as only one among 
thirty other boys, characterized in an undifferentiated cate- 
gory as good students. There are many other ways in which 
a child may compensate for lack of attention from the adults 
in school. He may boss and bully, or he may protect other 
children. He may withdraw his energy from academic work 
and throw it into athletics, gaining his satisfactions from 
physical competition with his fellows, thereby punishing the 
bad parent of the schoolroom by ignoring her. 

Suppose home offers little or no satisfaction. Perhaps the 
child will then try to find his security in the school setting 
with some such results as have already been described. In 
the event, however, of the identification of an unpleasant home 
situation with the school, in which the stern parent is re- 
flected in the teacher or the entire question of obedience to 
authority at home is made-one with the compulsion to attend 
school, behavior may again take the form of aggressive or 
withdrawing compensatory or protective devices. Whether 
behavior is such that the child obtains revenge by overt mis- 
behavior or takes refuge in phantasy, excessive reading, and 
the like, it leads in either case to relatively poor or positively 
failing work. If mother or father insists on college for 
Johnny, who wants to elect a commercial course, the immedi- 
ate reaction will be in accordance with his affective develop- 
ment. Either he revolts, if he is struggling toward emancipa- 
tion, and successfully solves his problem, or—the more usual 
occurrence in elementary school—he remains in conflict, un- 
able to attack his work with proper effort or interest, failing 
thereby to satisfy either his parents or himself. The third 
possibility is a regressive reaction in which he pleases his par- 





EMOTIONAL HANDICAPS 487 


ents, remains secure and infantile, but derives no maturer ego 
satisfaction than before. 

This matter of projected parental ambitions presents one of 
the most serious among educational problems. It is so natural 
—and so harmful—for parents whose own desires for success 
have been thwarted to try to compensate through their chil- 
dren. Some of the most difficult cases have developed from 
this basal factor. It seems hardest for parents to realize in a 
more than superficial intellectual way that they are traveling 
the shortest road to another thwarting. The hope lies with 
these supernormal children, in giving them insight into both 
the parents’ problem and their own mechanisms. Many of 
them are tremendously keen to grasp the import of the situa- 
tion and are able to meet it, with the help of a psychiatrist and 
social worker, with a socially desirable adjustment. 

Sometimes the parental projection is associated with only 
one school subject, but occasionally it extends with an enor- 
mous overemphasis over all intellectual undertakings. Then, 
in a desire to please, we have the academically successful, but 
perhaps socially unsuccessful child; or, again, a healthy pro- 
test and reversal to extra-academic activities, with a pre- 
tended contempt for scholastic achievement, though any 
supernormal youngster would, without the emotional block- 
ing, derive satisfaction from his intellectual equipment. 

There are times when the child, as a protective measure, 
himself overemphasizes the intellectual, a reaction often ac- 
companied by withdrawal from social contacts because of a 
feeling of inadequacy and insecurity. The youngster who 
reads, reads, reads, is protecting himself from inability to 
meet his fellows on common ground, perhaps because of his 
own physical inferiority, if he is a supernormal child unwisely 
accelerated or physically underdeveloped. Sometimes, in a 
kindly, but misguided desire to offer him intellectual stimula- 
tion, a gifted child is placed in a school attended by children 
who will not accept him socially. Then his inability to cope 
with the social situation in school results in unhappiness and 
classroom failure, as his efforts to protect himself or compen- 
sate for his deprivations require a disproportionate amount of 
time and energy. There are many kinds of competition which 
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these children enter upon in a miserable effort to gain sub- 
stitute satisfactions. 

Perhaps one of the most deplorable conditions is the forma- 
tion of bluffing, careless habits, among these children who can 
‘‘get away’’, as they say, with half an hour’s preparation in- 
stead of two, and who frequently get their lessons only from 
hearing the class recitations. Two high-school girls whom I 
remember particularly spoke spontaneously of a lack of incen- 
tive, and gave it as their opinion that they had bluffed all 
through and never achieved the marks they could have. It is 
of considerable importance that both these girls were using 
their intelligence as a weapon of defense, wielding the ‘‘big 
stick’? on an extremely infantile level—neither with any 
feeling of responsibility nor with a developing sense of what 
achievement might mean to them on a higher ego plane. One 
of these girls has had to repeat her senior year at high school; 
the other, with just passing marks, played truant continually 
before her admission to the bureau. 

From the long list of possible reactions—and it is by no 
means complete—only one general statement can be made: 
In an educational problem, as in every other case of human 
behavior, the individual chooses what gives him the most sat- 
isfaction, solving his difficulties in whatever way he can. Some 
withdraw, and some are aggressive, some protect themselves 
and others compensate, according to their inner needs and the 
force of external circumstances. 

Whatever the manifest or latent reactions, we find again and 
again the supernormal child not living up to his potentialities. 
Sometimes the retarding influence is so strong that the child 
is not recognized as superior or is even classified by the unsus- 
pecting teacher as dull, until, as part of the all-round clinical 
study, the testing procedure brings to light his supernormal- 
ity. Even then the trained examiner realizes the unreliability 
of such test scores and, upon retesting after a period of psy- 
ehiatric treatment, a still higher degree of superior intelli- 
gence is reached than on first testing. Take an instance in 
which the child showed comparative failure in both native in- 
telligence tests and school achievement. This child, a girl, ten 
years and two months of age when first seen, presented an 
unusually distressing social background. For the first four 
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years of her life she was neglected, frightened, and abused by 
a mother who was in her turn driven by a tremendous emo- 
tional conflict. The active abuse was later displaced for a time 
by a period of indifference on the part of the mother, until 
finally she became desirous of making a better adjustment and 
came to us for help. At this time, the child was finding ex- 
treme difficulty in adapting to the presence of a younger 
brother and sister, who emphasized, unconsciously enough, her 
isolation from the mother. Upon coming to the clinic, she was 
found to be extremely upset and, in addition, unfit for fifth- 
grade work, her normal placement, though she obtained at 
that time an intelligence quotient of 115. Three years earlier 
at another clinic, when the problem had been not nearly so 
acute, examination had revealed an intelligence quotient of 
128. 

Study of her school record gives a history of inability to 
concentrate as early as her first school year. In addition to 
this manifestation of an emotional problem, when she came to 
the bureau, Edith felt unwanted, thought she was no good, 
complained of unfair treatment, was jealous of her younger 
brother and unable to make friends, attempted to dominate by 
being bossy and demanding her own way, and ambivalently 
showed an overwhelming desire for friends and affection. She 
was growing seclusive, sat dreaming and sucking her thumb, 
was afraid of the dark, and had been stealing and then lying 
in self-defense. She was failing school as a result of her inner 
conflict and inability to attend to anything but her emotional 
life, and of course was suffering great distress because of her 
younger brother’s school success. Treatment was indicated 
and carried out for the mother before any change could be 
made in the child’s reactions. Treatment for Edith herself 
consisted mainly in giving her insight into her feeling toward 
her brother and sister and her attitude toward school, as in 
neither the home nor the school setting did she feel any secur- 
ity. At home she was keenly aware of her mother’s partiality 
and favoritism; in school she felt her teacher to be unfairly 
critical. The child admitted that as a result she was not try- 
ing to study. When threatened with demotion to her brother’s 
class at one time during treatment, the child’s distress was 
acute, her unhealthy reaction being that if she were left back, 
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she’d never study again. The insulting experience was 
avoided by a brief period of tutoring to which Edith responded 
very successfully. When, after several months of treatment, 

she had to be transferred to a new school, she had reached the 
point where she could say: ‘‘I begin to understand that I am 
the biggest and can copy from my mother and father. . . . 

When I get to that new school, I know that I am going to make 
friends all right. When I don’t have just as good things, I 
won’t mind.’’ After the school transfer, she remarked to the 
psychiatrist, when questioned as to her daydreams, ‘‘I used 
to do it in that other school because I was so unhappy, but now 
everything is so much better I don’t have to.’’ A month later 
she had an excellent report card and was promoted at the end 
of the term. That brings us, at the end of ten months of treat- 
ment, to the date of the retesting, which gave the following 
result: The Terman score obtained was an intelligence quo- 
tient of 136, a rise of twenty-one points over the previous test- 
ing. Now just eleven years old, she was in high fifth grade, 
approximately normal placement for her chronological age, 
but of course considerably retarded for her mental age of 14 
years, 11 months. She made an improvement of two school 
grades on a standardized arithmetic test, now scoring fifth in- 
stead of third grade. She obtained an eighth-grade, against a 
previous record of a fifth-grade, score in reading, though she 
did not improve on her previous fourth-to-fifth-grade score in 
spelling. It is obvious that the school situation cleared up 
with the better adjustment at home. As she felt assured of a 
place in her family group, assumed the responsibilities of the 
oldest child, and ignored opportunities to fight with the 
brother who was her nearest rival, the need to find satisfaction 
in daydreams at school and to identify her teacher with a bad 
mother at home dropped out of the picture. The present finds 
Edith in a rapid-advance class where she belongs. — 

The following is the case of a boy twelve years and one 
month old, an attractive, accommodating, winning youngster 
with an intelligence quotient of 130, who is referred as an edu- 
cational problem. He is in junior high school and is failing in 
all five subjects. He is described as irresponsible, lazy, indif- 
ferent, and slow. One teacher, either by happy accident or 
true insight, hit the keynote of the problem, remarking to the 
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worker that the boy required ‘‘the supervision the depart- 
mental system at School cannot give’’. How true that 
is in its deepest psychological sense we realize after making a 
careful analysis of the boy’s emotional life. By the death of 
his father, he was left a half orphan at the age of six months, 
and we see the mother transferring in intensified form all her 
libidinal as well as many of her ego desires to the boy for 
satisfaction. By waiting on him hand and foot, she deprives 
him of any opportunity to assume responsibility or to feel 
grown-up, yet she plans an elaborate academic career with a 
professional goal, a matter in which he is naturally taking no 
interest. In addition, after an eight years’ absence from the 
home, two older sisters returned, while the older brother mar- 
ried and dropped out of the picture. He does not serve in any 
way to draw the mother’s attention from the youngest child, 
but, by marrying against the mother’s wishes, has thrown her 
all the more intensely on to the other son. At the time of 
study, this very bright youngster appears as the avowed cen- 
ter of the home, the pet of three adoring womenfolk, who be- 
lieve in his good ability, but foster every opportunity to fulfill 
their own emotional needs by keeping him a baby. Unfortu- 
nately, this boy, unlike some others, is completely satisfied by 
the security of his infantile attachment and makes no attempts 
to free himself. He basks in the affection of his teachers, who 
are sometimes admittedly and sometimes unconsciously won 
over by his charming personality to forgive his irresponsi- 
bilities, thereby fostering his mother-son dependency. In con- 
sequence, the boy, entirely to his own satisfaction, has con- 
structed a school experience approximating the comfortable 
infantile situation at home. It becomes unnecessary for him 
to derive a more mature ego satisfaction from success in the 
intellectual field. The attention that his school failures bring 
him is again a destructive, but a very satisfying experience. 
Nothing will make this lad react healthily to academic activi- 
ties but treatment based on a recognition by the school, his 
family, and himself, of his immature emotional development. 

As early as first grade he played truant, avoiding what he 
felt irksome responsibilities in order to enjoy a friendly re- 
ception at the fire-engine house. For the first six years of his 
school life things went fairly smoothly, however, and twice he 
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made two terms in one. Because of his good work in sixth 
grade, and his high scores in group tests of native intelligence, 
he was transferred to a junior high school in the rapid- 
advance seventh-grade class. The comparatively free atmos- 
phere of the new setting proved too difficult for Harry. His 
marks fell from his customary A’s and B+’s to C; he left his 
lessons at home or didn’t do them at all; he became tardy and 
generally undependable when left to his own devices, and 
slowed up in all his activities. A visitor from another agency 
gave him intensive supervision for a year, in such a way, how- 
ever, that his dependency was increased. Instead of helping 
him to assume his own obligations, she called at home for the 
work he forgot to bring to school; she helped him to get as- 
signments from classmates when he forgot his own, and ob- 
tained the services of a volunteer to give him French lessons. 
In fact, she securely walled him in, and then at the end of a 
year, noticing improvement, she dropped the case from her 
active list. What happened immediately was a far worse 
slump than before, bringing Harry to the bureau as a serious 
problem. 

Take an unusually clear case of identification with, this time, 
a ‘‘bad mother”’ instead of an entirely satisfying one, in which 
the child, a girl of fourteen in third term of senior high school, 
is reported to be failing in Latin and slumping generally in 
all her marks. Her Latin teacher reported: ‘‘She is an aver- 
age student, nothing exceptional. She is serious, earnest, a 
hard worker, probably doing about the best she can. In class, 
though she is attentive, she is passive, not alert, probably be- 
cause her response is slow, not that she is dull. As she de- 
velops, I believe she will improve as a student, but will never 
be brilliant.’’ This seemed to throw light on the problem until 
examination revealed an intelligence quotient of 120. Evi- 
dently, then, Sarah was not doing the best she could. The 
next step was to inquire into the social relationships of this 
girl in an effort to find the factors underlying the-school fail- 
ure, which was only one of the symptoms for which she was 
referred to the clinic. 

Among the essential facts for this aspect of her problem we 
find the presence of a mother of considerable intelligence 
whose life has been a series of thwarted ambitions in the edu- 
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cational field. Her desire had been to enter upon a profes- 
sional career, and with that still in mind, she attends college 
evening courses while the girl views her efforts with contempt. 
The mother, we find, has continually nagged this daughter 
about her school work, urging her to prepare for college and 
supervising her methods of study with exasperating attention 
to detail, while the girl ardently desires to make music her 
main study, but is unable to dominate the situation. What 
happened is of tremendous interest to the psychiatrist. The 
mother has always been a splendid Latin scholar, and we find 
this capable girl failing in that very subject, identifying it 
with her mother, who is thwarting the child’s natural desires 
and who, as an added insult, lavishes her affection only upon 
the younger sister. We find further identification in the girl’s 
spontaneous expression of dislike for the history teacher. The 
connection here lies in the fact that the mother, worried over 
her daughter’s failing marks, had a particularly long conver- 
sation with Sarah’s history teacher. As the girl herself put 
it, ‘*I feel so uneasy when she [the history teacher] is around. 
She and my mother had a talk about me and now she knows 
what my mother thinks and I guess she thinks the same.’’ In 
other words, the history teacher now also becomes the mother, 
whose attitude toward her, the child feels, is unsympathetic 
and unfair. Sarah was quite sure she could make good marks 
in history if she had another teacher. Instead of allowing 
such a change, the psychiatrist, of course, took up the matter 
of identifications as a mental-hygiene issue; a couple of weeks 
later Sarah’s mark in a history test was 86 and her opinion 
was changed to read, ‘‘I don’t know but what I like that 
teacher some after all.’’ Furthermore, the patient gives full 
vent to her feelings about bright people in general, a protec- 
tive device against all who, like her clever, though non-under- 
standing mother, may cause her discomfort and insecurity. 
Instances of projected ambitions are among the most dis- 
tressing because of the severe double problem involved. Par- 
ents not themselves in conflict have no need so to overempha- 
size educational opportunities and academic goals that their 
children turn from the desired ends. It is precisely the par- 
ents who are so driven by their own needs who force their 
children into an expression of independence which ends in the 
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parents’ defeat. The problem is, then, twofold: to give the 
parents sufficient insight so that they are able to withdraw the 
pressure and allow the child some freedom of choice, and to 
give the child an understanding of his own behavior symp- 
toms—the undesirable ways in which he has been punishing 
his parents in an effort to emancipate himself, but which have 
operated to deprive him of healthy satisfactions. 

Those problems of school failure which hinge on emotional 
situations of one sort and another will not be solved by careful 
analytical testing, nor the best of tutoring, but can be handled 
efficiently only from the same point of view from which one 
treats any symptomatic behavior—an intensive, painstaking 
study of the personal relationships, social situations, and psy- 
chological mechanisms involved in the patient’s manifesta- 
tions of his maladjustment. 





THE THERAPEUTIC APPLICATION OF 
PSYCHOANALYSIS 


OTTO RANE 
Vienna 


VW HEN Freud was invited by Clark University at Worces- 

ter, Massachusetts, some fifteen years ago, to speak 
of psychoanalysis for the first time to an American audience, 
his presentation of the subject was essentially from the thera- 
peutic standpoint. This was not only historically logical—it 
was also natural from a personal point of view, since Freud 
himself had started as a neurologist. But he was dissatisfied 
with the neurology of that time, and so had turned his scien- 
tific ambition into this new field. In spite of the tremen- 
dous progress. since made, by psychoanalytic investigation, 
beyond therapeutics, Freud has really never quite given up 
his original medical point of view, and has tolerated the 
penetration of psychoanalysis into wider circles of cultured 
people with a certain uneasiness. This attitude indeed has 
some justification, especially when such popularizing of 
psychoanalysis is possible only in a rough, crude way and by 
means of striking catchwords. On the other hand, the fierce 
resistance that Freud’s doctrines aroused in his colleagues 
seemed to indicate that the destined way of psychoanalysis 
would be through its appeal to the public. 

So if I am to speak of psychoanalytic therapy as the original 
practical side of psychoanalysis, I must anriounce beforehand 
that, in view of its present-day position, it would be more 
correctly spoken of as the application of psychoanalysis to the 
therapy of neuroses. For in the last decade the psychoanalytic 
doctrine and movement have extended far beyond the bounds 
of therapeutic interest. Formerly the question was, How can 
medical analysis be applied to other sciences or to practical 
life? To-day, the task is more and more to single out, from 
the vast psychoanalytic system, those results which can most 
profitably be used in therapy. Naturally I do not mean by this 
to place a final limit to what the psychoanalyst should know 

495 












a 

































































496 MENTAL HYGIENE 


of psychoanalysis; but rather to establish a permanent mutual 
relationship between analytic investigation and the practical 
application of its results to therapy. 

In addition to this development within the science itself, 
which, with the advance in our psychological knowledge, 
naturally increases our therapeutic abilities, we must also 
bear in mind the increase in the popular knowledge of psy- 
choanalysis and the greater willingness on the part of the 
public to accept its point of view. This may be called a kind 
of mass therapy, an analytic enlightenment of society in 
general. Naturally this cannot have as deep an influence as 
a methodical individual analysis, yet on that account it has a 
wider influence. We have already discussed the general social 
importance of this fact and shall have something to say about 
its cultural importance later.’ Here the question is, What 
infmmence has the penetration of psychoanalytic knowledge to 
the public had on the therapeutic side of psychoanalysis? The 
fact that psychoanalytic literature is eagerly read by the 
public, that its problems are discussed extensively in litera- 
ture and even in the daily press—this fact would be nothing 
in itself if psychoanalysis as a therapeutic method did not 
occupy a unique position in medicine. To be sure, other 
medical problems important for humanity, such as the in- 
vestigation of cancer or the question of tuberculosis, are pub- 
licly discussed. But psychoanalysis has two characteristics 
that make its position unique: First, the general human im- 
portance of it keeps the interest of the laity focused on its 
contents; second, the knowledge of the psychoanalytic dis- 
coveries itself constitutes a part of the therapy, and so far, 
apparently, the doctor has no advantage over the patient. 

This fact must not be neglected, but, on the other hand, its 
influence must not be overestimated. Breuer made the dis- 
covery that neurotic symptoms disappear as soon as the 
patient remembers the repressed experiences that cause them. 
As long as the patient himself had to search for these in his 
own unconscious, he necessarily had to live again these experi- 
ences affectively and abreact them in that way. Then Freud , 

1See The Significance of Psychoanalysis for Social Life, by Otto Rank. 
MenTAL Hyeotens, Vol. 10, pp. 253-64, April, 1926. The cultural importance of 


psychoanalysis is discussed in an article to be published in the October number 
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later discovered that these experiences, which differ with the 
individual, had a traumatic influence ‘because they reawakened 
earlier typical experiences which had been inadequately over- 
come. Through knowledge of these typical experiences, one 
could save the patient the trouble of looking for the original 
traumata; but one had to replace in some other way the repro- 
duction of the affect, which is essential for the therapeutic 
result. 

This occurs in a way that is quite independent of the knowl- 
edge of the repressed experiences, because this part of therapy 
is not of an intellectual, but of an emotional nature. In this 
direction also Freud went far beyond Breuer’s katharsis. 
Breuer, as you will remember, fled from his work on neuroses 
when his patient announced to him, and at the same time acted, 
the delivery of the child allegedly begotten by him.? Freud 
obviously was able to free himself to a greater degree from 
human vanity and so to judge the problem objectively. He 
soon noticed that other patients adopted the same emotional 
attitude toward him that would be described in ordinary life 
as ‘‘being in love’’. But he was able to say to himself that 
this was not on account of any special attraction of his per- 
sonality, but lay in the nature of the patients themselves, or 
in their suffering—belonged, so to speak, to the utterances 
of the neurosis. In this way he made the real psychoanalytic 
discovery, which he called transference—that is, the fact that 
human beings in general have a tendency to attach their 
libido (to a certain extent always free-floating) to a given 
object. In doing this they gain great satisfaction, which is 
sufficient to serve as a substitute for the unconscious gain of 
illness that the patient previously got from his suffering. In 
analysis, in the patiently continued daily occupation with the 
patient’s most intimate unconscious feelings, the conditions 
for such a libido transference are especially favorable. One 
comes thus into a position to grasp, as it were, the whole 
libido in its purely concentrated form. The psychical analysis 
of this libido transference which was necessary for the healing 
and freeing of the patient gave a remarkable result, the 
practical importance of which went far beyond the thera- 


1 Psychoanalysis as General Psychology, by Otto Rank. Menta Hygiene, Vol. 
10, January, 1926. P. 15. 
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peutic field of the analysis of neuroses and made intelligible 
a large part of normal psychology. It showed, namely, that 
the patient’s attitude, which one could mistake for love, had 
throughout nothing new in it, but was to be explained his- 
torically as an exact reproduction of the earlier relations of 
the child to the parents. It also showed that the patient, not 
only in the analysis, but also in life, was constantly compelled 
to reéstablish and to repeat this attitude. Thus the analysis 
of the transference led to the discovery of the infantile dipus 
complex in mankind. It was so-called because the Greek hero, 
in unconsciously killing his father and marrying his mother, 
represented the most extreme realization of this libidinal 
parental relationship. 

I should need a good deal of time to show you the importance 
for the development of the individual, as well as of society, 
of the (dipus complex, which has become the kernel of psy- 
choanalysis. But let me tell you only the most important 
results. The relation of the child to the father and mother | 
determines in conclusive ways the love life of the human 
being, as well as his social behavior. Not only are the love 
objects of both sexes chosen according to the model of the 
first infantile love object, but also the child’s ideal formation, 
so important for the general social attitude, comes originally 
from the parents. These are later replaced by other persons 
somehow substituting for them, as, for example, teachers, 
public officials, heroes, and so forth. An exact study of the 
development of the (dipus complex in the child, which the 
analytic transference situation allowed us, has made neces- 
sary a somewhat complicated formulation of the facts with 
reference especially to the difference of the sexes. As analysis 
was almost exclusively practiced by men and the theoretical 
work of the analytic results was elaborated by men, it was at 
first easy to assume that the transference libido in women 
as well as in men patients contained the infantile relation to 
the father. This was, namely, in the case of the woman the 
heterosexual component, in the case of the man, the homo- 
sexual. Naturally one could not be satisfied with this in 
the analysis. But often enough the chief task consisted in 
having to free from repression just the other libido component 
not manifest in the transference. Thereby, from the purely 
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psychological side, a discovery was made that corresponded 
to the biological fact of the original bisexual disposition of 
mankind. This was, namely, that the man was capable of a 
feminine libido attitude in the unconscious, leading up to 
phantasies of pregnancy and birth; and that the woman in 
her unconscious often had a masculine libido attitude, which 
expressed itself in the extreme form as a phantasy of possess- 
ing a man’s genitals. 

Whereas Dr. Breuer was afraid that his patient was person- 
ally in love with him, and had formed the delusion of having a 
child by him, Freud was able to explain from his observations 
that this was no isolated case and nothing special. Every 
patient is in love in a certain sense with his doctor, the differ- 
ence from real love lying in the fact that this emotional 
attitude in the transference is quite independent of the per- 
sonal qualities of the doctor. Thus it rests on a general law, | 
which is intelligible from the development of the human libido 
in the Gdipus complex. It was observed, also, that the actual 
sex of the analyst, in comparison with that of the patient, 
formed no hindrance to the elementary libido striving. For 
example, the man analyst can represent for the unconscious 
the mother as libido object, besides, as we already know, 
personifying the father. From this observation the difference 
between ‘‘being in love’’ and the transference was made still 
clearer. Accordingly a deeper analytic work gave a quite 
specific formulation for the transference libido which went 
beyond the sexual conception of the Gidipus complex. The 
deepest unconscious of the human being knows, namely, only 
one original libido binding, which is not only the first, but also 
the most intensively experienced, and that is the libidinal 
connection resting on the biological relation to the mother. 

It may appear to you curious that so obvious and simple 
a fact—that all love finally rests on love for the mother— 
had to be discovered by the complicated method of the analytic 
situation. If I attempt to show you the reason for this, you 
must not consider it an irrelevant deviation from our theme. 
It will, on the contrary, introduce us to the real problems of 
the psychical life and their solving. I do not know if all great 
discoveries finally concern some simple fact, which had been 
previously overlooked, as one used to say, for some other 
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cause. But it is certain that all the essential discoveries of 
psychoanalysis concern very simple things, and that only the 
way to their revelation was complicated. For example, that 
the dream is a wish fulfillment is expressed in numerous folk 
beliefs, proverbs, and poems; that small blunders of everyday 
life could have a meaning was also, before analysis, inciden- 
tally known, especially in relation to love affairs. The same 
psychology relates to the blunders as to quite a number of 
widespread superstitions. Symbolism also was not only 
familiar to the ancients, but is understood by our contem- 
poraries in wit and in folk songs, as for example, in your 
American song, ‘‘ Yes, 1 Have No Bananas’’. And the fact 
of infantile sexuality, discovered by analysis, is so obvious 
that one not only wonders that a discovery was necessary, 
but one is astonished at the violent resistance encountered by 
this as by all other analytic perceptions. People’s resistances 
to the conscious acceptance of scientific facts that one likes 
only tacitly to recognize betray, as analysis has taught us, 
the activity of the repression tendency. This repression 
tendency cannot deny the reality of certain things, but it 
attempts to prevent acceptance and recognition of them. 
Naturally, here there are again at work strong affective 
factors, in no way intellectual, which cause and maintain this 
tendency to repression. The libidinal relation between mother 
and child has not only been consciously recognized at all times, 
but has been sung with the highest praise as mother-child love. 
It is, therefore, rather difficult to see what repression tendency 
should have prevented us from recognizing this immediately 
in the analysis as the deepest root of the phenomenon of the 
transference. It should have been easy to understand that 
the original libido aim must in the very deepest sense strive 
for the mother, who even before the beginning of the individual 
life satisfies all the child’s needs, those of protection and 
nourishment especially. But from the study of neuroses I 
could show that for the unconscious this prenatal libido situa- 
tion is just the ideal prototype of every later libido satisfaction 
in life. It contains what we might describe as the general 
desire for blessedness. Only, as a complete satisfaction of 
that kind can never later be obtained, this fact gives to the 
libido the character of insatiability, and gives it also its capa- 
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bility for expansion, displacement, transference, and sublima- 
tion. These characteristics lead to the most primitive acts 
of adjustment as well as to the highest creations of culture. 
Of the greatest importance, and in its psychological conse- 
quences still not at all appreciated, is the moment of birth, 
in which the living being is deprived of this blessed primal 
gratification, and so has to put up with various kinds of 
substitute satisfactions. Through this fact of the loss of an 
irreplaceable source of pleasure, birth becomes a severe 
trauma. This trauma of birth establishes on the one hand the 
primal repression which has to do with the irretrievable para- 
dise; and on the other hand compels a forward striving which 
exhausts itself in constantly repeated attempts to gain sub- 
stitute satisfactions. 

I have attempted in a psychological work’ to outline in a 
general way the effects of the birth trauma, and I would like 
here to refer shortly to its importance for psychoanalysis, 
especially for the doctrine of neurosis. The central problem 
of the neuroses is anxiety, whose solving occurs simultane- 
ously with the freeing of the unconscious mother fixation. In 
every individual the primary factor is anxiety as it was 
originally experienced by the child at birth in the physiological 
apnea and then ‘became psychically anchored to prevent 
regression. This primal anxiety must always be reproduced 
as often as the libido in its regressive tendency approaches this 
border whose overstepping would signify a renunciation of 
reality, such as occurs in the psychoses or in suicide. So we 
recognize in anxiety a biological guard against the libido’s 
regression to the primal state, which state would ‘be equivalent 
to death. According to the level in the individual at which 
this anxiety is fixed, it reacts in a definite type of character, 
as also (when it falls into neurosis) in the formation of symp- 
toms. These symptoms I have been able to trace back as being 
reproductions of the birth trauma or of the intra-uterine 
condition. 

I regret that I cannot here illustrate these assertions, which 
may seem to you bold, with examples from neuroses. I must 
be content with assuring you that from this discovery, which 


1 Das Trawma der Geburt und seine Bedeutung fiir Psychoanalyse, by Otto 
Rank. Leipzig: Internationaler Psychoanalytischer Verlag, 1924. 
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is based on numerous experiences, not only a practical, useful 
doctrine of types could be developed, but also a definite. psy- 
choanalytic symptomatology. This would supplement the 
clinical symptomatology from the unconscious side. Thus one 
is able to recognize from the symptoms that traumatic primal 
form to which the ego of the patient has regressed, and is in 
a position to solve therapeutically the libidinal mother fixa- 
tion. This is accomplished by rousing the anxiety and freeing 
it in the abreactions on the specific border of repression. Thus 
the knowledge of the patient’s typical reactions according to 
the compulsion of repetition served as a means of help. We 
know from experience that the patient’s peculiarity is clearly 
displayed at the beginning of the analysis. So, too, the analyst 
by his training is in a position to recognize at the very begin- 
ning the form adopted by the patient when he failed to master 
his primal trauma. 

You must not immediately feel that this new point of view, 
which I introduced into analysis, is an unexpected and un- 
desirable complication of the psychoanalytic theory. Consider 
it rather, although it leads into the deepest biological layer of 
the unconscious, as representing an essential simplification of 
the psychoanalytic results. It is in its nature, as in its possi- 
bility of application, a purely practical result. This discovery, 
like every advance in science, makes some of the earlier theo- 
retical assumptions practically superfluous, but does not on 
that account diminish their scientific importance. There is no 
contradiction in the statement that psychoanalytic investiga- 
tion has become ever more complicated in its work of inter- 
preting and formulating theories and ever more simple in 
its scientific results and practical applications. And at a 
certain point of knowledge, the way in which that knowledge 
was discovered does not matter; only the practical use of the 
knowledge is important. Therefore, I need not explain to 
you here in detail the difficult and complicated process by 
which the fact of the birth trauma was found; nor need I 
show you how its importance for the development of the whole 
human race was recognized. Our entire psychoanalytic knowl- 
edge, including the complicated technique of interpretation, 
had to be placed at the service of this investigation, which we 
now can use for its practical application. 
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In regard to this experience also, it would not be enough to 
make a simple statement of facts to the patient, as it would 
have been in Breuer’s experiment. Since the tendency to 
mother regression is the essence of the libido, we ought not to 
expect to alter this biological force by merely explaining it. 
For the cure itself we need, in addition to this, another ana- 
lytic point of view, which is derived from the dynamic psy- 
chology of the ego, to which also belong the therapeutic 
processes of consciousness and becoming conscious. The 
freeing of the libidinal mother fixation is only the first thera- 
peutic step in the analysis, which corresponds to the original 
physiological separation of the child from the mother— 
namely, birth. The second part of the analytic work consists 
chiefly in what Freud has called reéducation, which is similar 
to the education of the child after birth and is mainly an ego 
formation. As the educator—or the parental authorities 
whom he represents—makes possible to the child an ego 
formation in the way mentioned in a previous paper,’ so the 
analyst has to strengthen or weaken the undeveloped or over- 
developed ego of the patient—that is, to bring about the 
appropriate changes in his attitude to the biologically given 
unconscious and subsequently to reality. Just as the child 
does this only out of love for his teacher, so the process of 
reéducation of the ego during the analysis is carried through 
by means of the transference. This transference, after the 
freeing of the mother fixation, must be transformed into an 
identification with the analyst, as an adjusted representative 
of the outside world. Finally this identification has to be 
analyzed and transformed by the sublimation process of the 
healing into a new ideal or super-ego created in the patient 
himself. 

For that purpose the analyst also has to deny himself many 
things, even as he demands and must demand certain renuncia- 
tions on the part of the patient. He must be able to give up 
from the first any scientific ambition that may lead him to 
wish to discover something new from his patient’s uncon- 
scious. He must be prepared with this knowledge. He must 
further be so sure of his knowledge and its application that 


1 Psychoanalysis as General Psychology. See note 1, page 497. 
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he can resist the temptation to prove to his patient this and 
that, to show why the presuppositions of his theory are right. 
Of course the patient must grant that degree of authority 
which he would allow without further ado to any other 
specialist. And he must accept with a certain amount of con- 
fidence any explanation from the analyst. This need not neces- 
sarily be an interpretation, but a communication, and it must 
be accepted as an explanation would be from any other medical 
specialist. Lastly, the analyst, on the strength of his deepest 
knowledge, must give up all idea of changing the patient’s 
biologically given unconscious, which finally represents the 
embryonal and the phylogenetic surviving in us all. The > 
analyst can bring the patient only to recognize the uncon- 
scious, and to correct his conscious attitude toward it in the 
sense of a reéducation. Thus the analyst will be in a position, 
not only to obtain therapeutic results in a shorter time, but 
also, with less therapeutic ambition, to bring about in the 
personality of the patient many intense and lasting changes 
which will protect him from further regressions and fixations. } 
This second part—the analytic education, which really 
lengthens the cure—must bring about, simultaneously with the 
new ideal formation, the freeing of the transference relation to 
the analyst. The patient has been compelled by the transfer- 
ence to loosen this regressive mother fixation bound up in 
the symptoms, so that the libido is now available in the analy- 
sis, and can be forced into a progressive direction to form 
the new ideal and to achieve readjustment. The first part of 
the task—namely, to get the transference of the libido to the 
analyst—is easy; the danger lies in the possibility of the 
patient’s libido remaining fixed in the analysis as it was 
formerly in the symptoms. Whether the patient is really in 
love with the analyst, as is more easily possible with women 
patients, or whether, as is more the case with men, there is 
merely an intellectual and social dependency, the effect is the 
same—namely, a failure. In a correct analysis, both must 
be unconditionally avoided, unless one wants to get into the 
position from which Breuer in his time found no way out. 
Whether the analysis has really accomplished anything for 
the patient will be shown in the freeing of the transference— 
that is, if the patient does not again repeat and maintain the 
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symptoms that disappeared during the course of the analysis. 
Psychoanalytic therapy does not by any means aim at the 
mere putting on one side of the symptoms, which can be 
attained by other and different methods; it aims at preventing 
the possibility of their return. And for this the knowledge 
of their origin does not suffice. Results that disappear as soon 
as the analyst attempts to free the patient’s libidinal fixation 
on him are due only to the success of the transference, as in 
Breuer’s case. Real psychoanalysis, on the other hand, is a 
radical therapy, which starts out by removing the conditions 
to which the symptoms owe their origin. This is not possible 
by merely communicating analytic knowledge to the patient. 
An emotional reéxperience is necessary. This reéxperiencing 
becomes finally a form of application which the analyst on the 
strength of his own knowledge and power uses for the patient’s 
benefit. If I were to illustrate this by a drastic example, I 
would say that the analyst acts in the cure as is reported of 
a doctor in the South, who is said to have announced: ‘‘If I 
don’t know what’s the matter with a patient, I throw him 
into a fit, and I’m hell on fits.’”” Thus the analyst can bring 
about a radical cure only by first rousing the repressed con- 
flicts before setting to work to solve them. 

As you will note, a certain amount of active intervention 
is necessary, but this is not specially characteristic of psycho- 
analysis, but belongs to every therapy. If you will not mis- 
understand me, I would like to illustrate also the active- 
affective character of our present-day psychoanalytic tech- 
nique by an example with which you all must certainly be 
familiar. Long before analysis, literature made use of this 
motive, and it has again recently ‘become fashionable in con- 
nection with psychoanalysis in the theater and even in the 
movies. In general the plot is that the hero completely loses 
his memory, owing to some severe psychic shock; or, as we 
would put it, a total repression of the content of consciousness 
takes place in him. The author usually arranges that he shall 
get his memory back again, and at the same time be restored 
to complete psychic health, by being exposed to another shock 
of the same kind, where possible in the same situation. This 
also I believe is a common occurrence of everyday life: I think 
of something I want, which is in another room; I go to fetch 
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it; and when I come to the room, I have forgotten what it 
was I wanted. I retrace my steps and turn again to go to the 
other room to exactly the same place at which I was conscious 
of the desired object. Immediately the memory returns, and 
this time I succeed in fetching the object.. In the same way, \ 
only with much finer psychical means and with no help from 
the outside, we expose the patient in analysis to his primal 
trauma, and allow him to live through the experience again. 
May I add that this conception—namely, that of curing illness 
by means of the same germ or shock that caused the suffer- 
ing—is indeed an ancient one in medicine, and even our modern 
serology rests on the same principle. As psychoanalysis has | 
recognized that the neurotic is, finally, one who suffers from 
traumata which most people successfully overcome, so our 
therapeutic method consists in the reéstablishment and repro- 
duction of the libidinal mother fixation in reference to the 
analyst, and in the surgical cutting of this psychical umbilical 
cord, with which the patient has hitherto always been 
burdened. When this once has happened, the libido, previously 
fixed at an infantile level, is transferred almost of its own 
accord to reality by the process of the new ego formation, 
The whole process corresponds biologically to the bodily 
separation from the mother and the identification with the 
father, and socially to the task of education, which has to \ 
make the child self-reliant and independent of both parents. 

Therefore, analysis, straight from the beginning, aims to 
accustom the patient to independence and self-reliance, in the 
same way as the pedagogue educates the childi The analyst 
must at all costs be careful not to spoil the patient in any 
way ; because just the fact of being spoiled—namely, the habit 
of not being able to give up his desires—has made the patient 
neurotic. He who wishes to educate or to cure a person only 
by means of love is like a philanthropist who has undertaken 
to remove all poverty from the world by an everlasting spend- 
ing of money. Apart from the fact that economically it would 
probably be impossible—even though it were undertaken by 
the richest man in the world—such an event would be harmful, 
since nobody then would take the trouble to earn for himself. 
\ Also we must not forget what analysis itself has taught us— 
that neurotic people become ill just from an insatiable libido 
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hunger, which makes them so greedy that the general means 
of satisfaction—sexual love and socially useful work—do not 
suffice.; They suffer, therefore, as Freud has shown, after 
all from sexual conflicts, which are reflected simultaneously 
in the unconscious mother fixation and in the transference 
relation. With the analysis of the mother fixation, these 
sexual conflicts can at the same time be solved in the sense 
that the patient can now reconcile himself, even as do his 
healthy fellow beings, to the possibilities of gratification 
offered ‘by normal life. He can overcome his arrest of develop- 
ment in sexual adjustment without entirely giving up the 
mother libido, for sexual love aims at satisfying and continuing 
the infantile mother-child relation in a grown-up sense, with- 
out ever fully satisfying it in the unconscious sense. 

I do not know whether my arguments have made quite clear 
to you what the real essence of the psychoanalytic therapy is. 
But you could hardly expect me to present the specific therapy 
of neurotic diseases in a general lecture as one would in a 
medical course. Without detailed representation of the forms 
of disease and the analytic technique itself, one cannot go 
deeper into the understanding of therapy. I think, however, 
that such a presentation would rather bore you, and I assume 
that the general psychological and cultural importance of 
psychoanalysis has more claim on your interest. Finally, the 
chief thing is not whether one cures this or that neurotie.| The 
neuroses have proved themselves to be inevitable symptoms ' 
of human civilization and culture, and the much more impor- 
tant question is whether psychoanalysis is in a position to 

-show people the ways and means of fighting this culture 
disease, so that progress may continue without endangering 
the individual’s possibility of ornaniy’ 

But the whole development of psychoanalysis, from its be- 
ginning to its final conclusions, has shown that everything 
that we believed we had recognized in the neurotic as a specific 
disease-forming factor is a general human quality, which has 
led only in this or that case to a neurosis. We all carry the 
same complexes in our unconscious psychical life, as we all 
have the necessary life organs in our body. And we all suffer 
from the same psychical traumata even as we take in all 
kinds of bacteria, most of us without being permanently ill or 
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suffering any evil consequences at all. So the specific in the 
neurosis is to be formulated only negatively. The neurotic has y 
failed psychically to master the conflicts and necessary adjust- 
ments to reality which the normal person has overcome, with 
a greater or less degree of harm and damage to part of his 
character and capabilities. Thus psychoanalysis has already 
gone far beyond the realm of therapy into that of prophylaxis, 
which is also the ideal of medical science generally, as it is 
supposed to be the chief task of education to make itself 
superfluous. 
Here, then, in the wide field of prophylaxis, we can make 
contact with the process of popularizing psychoanalysis, which 
_ I characterized in the beginning as a kind of mass therapy. 
\ This psychoanalytic enlightenment as to the dangers of the ‘ 
child’s sexual development, like the social enlightenment on 
the subject of the venereal diseases, can accomplish good and 
lasting results only when applied systematically and authori- 
tatively.. To accomplish this we need before everything a 
generation of trained social workers, educators, mental- 
hygiene teachers, and doctors who are themselves trained 
psychoanalytically and who are familiar with the practical 
results of psychoanalysis. The growing generation of chil- 
‘dren must be protected from the psychic traumata which 
psychoanalysis, by laborious investigations of the analyses 
of neurotic people, has revealed as pathogenic influences. In 
this way, after the expiration of a time of incubation, every- 
thing that we must use to-day in the service of therapy as a 
means of curing neuroses, by passing into the general knowl- 
edge of human beings as parents, will become a psychical 
hygiene which will play the same part in a new society as 
physical or social hygiene plays in the society of to-day. We 
have good grounds for believing that through this analytic 
work of enlightenment from both sides—therapeutic practice 
and psychic hygiene—the neuroses in their present form will 
cease to exist. The sooner psychoanalysis reaches this aim, 
the sooner will its therapeutic task be terminated, and so 
much the greater service will be accomplished for the 
development of mankind. 
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f HE appearance of Dr. MeDougall’s new book?’ will prob- 

ably be heralded by psychiatrists and psychologists of all 
convictions as a work of prime importance. Its importance 
depends not so much on the intrinsic merits of the book as on 
the fact that Dr. McDougall wrote it. Holding as he does a 
most important position in academic psychology and enjoying 
a justly merited following in England and America, one looks 
rather expectantly to see where he will throw the momentum 
of his opinion on the many debated questions in current psy- 
chological thought, and where he will look for help toward 
their resolution. He raises one’s hopes high, since it is a well- 
known fact that he is definitely committed against sensation- 
ist and mechanistic schools and has keenly interested himself 
in the data of psychopathology. He is, moreover, situated 
fortunately for his task in that he has no loyalties to maintain, 
no motive to bid for popular favor, and is under no irresistible 
compulsion to make a place for himself in the sun. In all this 
the reader’s confidence is not misplaced. Dr. McDougall’s 
scientific honesty is well known; he is not disposed, like many 
lesser souls, to disparage the source of his help, to adorn 
borrowed concepts with new terminology, and to dispateh their 
sponsor without sacraments. 

The book is at once a comprehensive review of all the mod- 
ern schools of psychopathology, a criticism of their salient 
features, an exposition of most of the psychopathological 
entities, and, finally, a presentation of some original theories 
concerning their nature and psychogenesis. It is based on a 
thorough and sympathetic study of the entire literature and 
on a prolonged experience with war neuroses and other clin- 
ical material, an experience that seems to have been limited 
only by the author’s opportunities. 

1 Outline of Abnormal Psychology, by William McDougall, Ph.D. New York: 
Charles Scribners’ Sons, 1926. 572 p. 
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Although Freud is the most frequent target of his criticism, 
McDougall professes to accept, in the main, the principles and 
methods initiated by Freud, of whom he says: ‘‘I believe that 
Professor Freud has done more for the advancement of psy- 
chology than any student since Aristotle.’’ ‘‘I believe in the 
value of mental exploration as deep as the case requires; and 
I regard free association and dream analysis as important 
methods of exploration. But I also hold that exploration in 
hypnosis is in many cases useful and entirely justifiable. I 
believe that conflict and repression are principal factors in 
the genesis of functional disorders; but I believe that emo- 
tional shock or trauma also plays a great part in many cases. 
I believe that sexual difficulties are one of the great sources 
of disorder and that early sexual strivings and repressions 
may in some cases prepare the way for later disorder. I am 
even prepared to admit that sexual striving may occur in 
infancy in an uncertain number of persons and that, in all 
probability, such persons are peculiarly liable to neurotic dis- 
order in later life. But I believe that functional disorder may 
and often does arise independently of the sex instinct. I do not 
believe that the (dipus complex is fornred in all infants and 
is the main root of all neuroses, dreams, religion, morals, and 
civilization in general. Nor do I believe that the symptoms 

. are determined in form by a cunning, designing activity 
which seeks to render possible a partial expression in dis- 
guised form, in order that ‘the Unconscious’ . . . may enjoy 
the pleasure or satisfaction of such expressions... . 

‘*T believe that academic psychology, even in Germany and 
America, cannot long continue to resist the inroads of psycho- 
pathology upon its preserves; cannot’ long continue to retain 
its atomistic ‘and mechanical prejudices. I believe that 
academic psychology must soon reform and transform itself 
into a science capable of assimilating all forms of new insight 
into human nature, and of giving them a due place in one 
consistent body of knowledge and theory.’’ é 

For the various réles of reviewer, teacher, critic, and inno- 
vator, Dr. McDougall is rather unevenly equipped. His sur- 
vey of the various schools of psychopathology is made without 
any consistency or regard for their respective methodologies ; 
hence he finds himself quite ready, without a flicker of mis- 
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giving, to adapt the terminologies of one to the other, usually 
at the expense and to the disadvantage of Freud. His efforts 
at eclecticism, to get the meat out of each of these various 
schools, result in a deal of unnecessary confusion and obscur- 
ity. He seems to be utterly unaware of the fundamental 
difference of methodology between a descriptive psychiatry, 
whose aim stops with explanations, and a dynamic psychiatry, 
whose purpose it is to reconstruct the methods of nature. His 
attempts to adapt the concepts and terminologies of Morton 
Prince and Janet into the main body of Freudian psychology 
do not, therefore, terminate very fortunately. Moreover, he 
cannot sift the gold from the dross; to Jung, Adler, and even 
Stekel he gives a prominence which no sensitive follower of 
the times can endorse. The worst feature of all this is that 
he gives a controversial aspect to the book that is quite out 
of date. It is a well-known fact that Jung-Adler innovations 
and departures have had their test of time—that for more 
than a decade and a half the work of neither of these two men 
has grown, opened up new avenues and problems, or sub- 
stantiated its validity in application. It is within this very 
period that Freud has done, indeed, his greatest work and 
opened up vast territories. 

Those parts of the book which are expositions of the clinical 
entities are woefully inadequate, even from a descriptive 
point of view. In this regard they are not even elementary, 
being clogged all along the way with controversial matter and 
suggested innovations. 

As a critic of Professor Freud, the author has proved 
neither original nor very profound; he uses some, indeed 
most, of the old war horses of anti-Freudian criticism, though 
at no time does it become a matter of sticking pins into the 
effigy of psychoanalysis and burning it in the marketplace, 
to the strepor of cowbells and catcalls. He preserves a credit- 
able dignity and consistency in his criticisms of Freud in so 
far as he is able to understand him. The author has a way of 
calling Freud to account, as it may appear to the general 
reader, when it is quite obvious that he does not know what 
Freud means. The weapons he uses against Freud are a 
monotonous appeal to common sense as a standard by which 
the truth or falseness of a given observation or conclusion is 
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to be assessed, the use of dogmatic assertions and denials, 
and, finally, the constant reference to clinical material which 
is usually irrelevant or totally inadequate. In this manner 
Dr. McDougall is constantly confronting the reader with 
observations drawn from the war neuroses to prove that 
Freud is wrong about neuroses generally. 

In the original portions of the book, we see Dr. McDougall’s 
limitations more clearly than in any other. He has new ways 
of making old errors; though he does not at any time confuse 
physiological with psychological problems, he loses no oppor- 
tunity to explain matters psychological to the hilt, to the very 
anatomical basis. He is too easily satisfied with ‘‘explana- 
tions’’, and has, of course, no regard for their applicability 
to clinical problems. It would be rather unreasonable to 
expect of one whose clinical experience is as limited as his 
that he should be able—a priori, as it were—to evolve a new 
theory of functional disorders with the merits of originality 
and applicability. Notwithstanding Dr. McDougall’s pro- 
testations to the contrary, we regret to state that the new 
theory of functional disorder is but a very feeble reédition of 
that long since proposed by Alfred Adler, with none of the 
merits of the latter. Dr. McDougall states in fact: ‘‘I sug- 
gest that Adler’s theory might be expressed more clearly, and 
given a proper place in a complete theory of the neuroses, if 
he would recognize the two fundamental instinctive tenden- 
cies which I have called self-assertion and submission and 
described as the main roots of the sentiment of self-regard. 
In Freud’s scheme these are used twice over: once as com- 
ponent impulses of the sexual instinct that give rise to all the 
phenomena placed under the headings Sadism and Masochism, 
and again as the active forces of the Ego or Censor. Adler 
rightly recognizes them as fundamentally distinct from the 
sex instinct, but makes a confused and exaggerated use of 
them under the name of the masculine protest or desire for 
power, and of passivism, or the feminine attitude.’’ In brief, 
Dr. MeDougall’s original contribution is his claim to have 
found a psychology that is based upon a hormic or instinctive 
principle, and that evades the theoretical impasse of the 
dualism of ego and sexual instinets. And he does, indeed, 
devise a formula which he tries to fit upon the descriptive 
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features of most of the clinical entities, and those that it does 
not fit—well—never mind. 

The determinants of Dr. McDougall’s psychological predi- 
lections become more obvious when one reads his clinical 
material carefully and makes some inquiries about his per- 
sonal contacts with the psychoanalytic method. He tells us 
in his preface that his personal contacts with functional dis- 
orders comprise, almost entirely and exclusively, those occa- 
sioned by the late war; and his first great error and limitation 
lies in the fact that he has uncritically accepted the war 
neurosis as a sufficient orientation point in psychopathology 
generally. From this source, for reasons which we shall 
examine later, he has contracted a sufficient number of preju- 
dices and unsure points d’appui to undermine completely his 
comprehension of the transference neuroses and the major 
dissociative disorders. He has had no contact at all with the 
phobias, the compulsions, or the conversion hysterias of 
civilian life, nor with the schizophrenias, or the cyclothymic 
and epileptic phenomena. These latter-he seems to know 
chiefly from reading, and most of his material on these sub- 
jects, on which the main body of psychoanalytic theory and 
practice were evolved, is borrowed. Concerning his personal 
contact with the psychoanalytic method, we are told that he 
has had some personal analysis with Jung, though from his 
understanding of the dynamics of Freudian psychology, we 
must infer that it was not a very searching affair. 

Now, the continuous trotting out of the war neuroses as 
a basis on which to criticize Freud threatens for a while 
to become a veritable Trojan horse. A great many of 
McDougall’s objections to the dream theory, to the theory 
of regression, to the specific mechanisms of the neuroses, to 
the Gidipus complex, to the pleasure principle, and so forth, 
come from this source. In this regard he differs in no way 
from at least one other noteworthy student who also made 
the war neuroses a point of departure—Dr. W. H. R. Rivers. 
MeDougall’s constructive suggestions lie in the same direc- 
tion as those of the late Dr. Rivers, though they are not 
nearly so keen. What Dr. McDougall says about the war 
neuroses is not so wrong, as far as he goes. The rub lies 
here—that he falsely assumes that all functional disorders 
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must be based upon the same mechanisms and principles, 
that he permits of no varying distribution of the factors that 
cause them. The reviewer’s criticism is based upon four 
years of constant occupation with the chronic forms of the 
war neuroses, or traumatic neuroses, as they ought more 
properly to be called. But, unlike Dr. McDougall, the reviewer 
was impressed with the difference in symptomatology, psy- 
chological fabric, mechanisms, secondary character traits, 
and psychological affiliations of the traumatic as contrasted 
with the transference neuroses; yet he has never found occa- 
sion to question the orthodox Freudian method with regard 
to the transference neuroses, nor found the libido theory 
wanting. In short, the traumatic neurosis and the transfer- 
ence neurosis are two different diseases; the traumatic 
neurosis is not a transference neurosis, and conclusions drawn 
from it do not vitiate the libido theory—in fact, they supple- 
ment it. 

We first begin to hear about the traumatic neuroses in 
connection with dream psychology. The dreams in these 
latter cases, claims McDougall, disprove the Freudian con- 
tention that all dreams are repressed wishes with a sexual 
root. The dreams in a traumatic neurosis, says McDougall, 
are simply ‘‘reproduction dreams’’; they reproduce some 
incident in the past. The true explanation, according to 
McDougall, is that in this type of neurosis the fear instinct 
becomes more excitable—that the motivating power of repro- 
duction dreams is more often fear than any other conative 
force, firstly, because of the great strength of the fear impulse, 
and, secondly, because fear is an affect which we repress under 
the tradition that to feel or to show fear is a sign of inferior- 
ity. The war dream expresses, therefore, a simple law of our 
affective life. Sic! 

Concerning repression, from the war neuroses McDougall 
has learned that one may repress by direct conscious effort. 
The amnesias, paralyses, tics, and fugues in the war cases are 
merely in the nature of ‘‘simple dissociations’’. His illustra- 
tions of fears and anxieties and symbolic symptoms are drawn 
from war cases, where indeed symbolizations and displace- 
ments are but feebly removed from their origin. All of this 
proves that Freudian contentions concerning the mechanisms 
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involved are extravagant. In the war cases McDougall finds 
evidence to prove that regression is not a retracing of the 
ontogenetic development of the erotic instincts. In the dis- 
cussion of tics and stereotyped movements, we are again con- 
fronted with four typical and valid cases of traumatic 
neuroses, and these are held up to show that the Freudian psy- 
chology of conversion hysteria is all wrong. It is also 
interesting to note that in the discussion on phobias and com- 
pulsion neuroses, the author illustrates with material borrowed 
from other authors; but none of these cases are traumatic 
eases. And for this we may offer a simple explanation: in 
traumatic cases we rarely encounter the typical phobia and 
never the compulsion neurosis. Why? 

His experience with the treatment of war cases likewise 
prejudices McDougall against psychoanalysis as a therapeutic 
procedure. Abreaction and hypnosis should be useful on 
general principles because they are useful in traumatic cases; 
‘*there is insufficient ground for the holy horror of hypnosis 
displayed by so many analysts’’. 

To say that the work of a psychiatrist is colored to a large 
extent by the specific material that he handles is by no means 
a disparaging charge; it does not damage Freud in any way 
to say that his conclusions were colored to a large extent by 
what he encountered in the transference neuroses. The prin- 
ciples that he worked out in these diseases may be used in a 
pragmatic way upon diseases which permit no direct applica- 
tion of the method of psychoanalysis. The traumatic neuroses 
are one of a series in which the analytic method has been able 
to make but little headway. It is indeed significant that Freud 
in his latest work (Hemmung, Symptom, und Angst), com- 
plains that to date no single noteworthy analysis of a trau- 
matic neurosis exists. The same may be said of all the 
““actualneurosen’’, or physio-neuroses as they may be called— 
to wit, the anxiety neurosis, neurasthenia, hypochondria, and 
another disease which is rather isolated in psychoanalytic 
nosology, idiopathic epilepsy. We can confidently state that 
no one has written anything on these diseases that seems to 
have struck the main stem of the disease process; what does 
exist seems to be concerned with some of their epiphenomena. 
All these diseases, especially the traumatic neuroses, have in 
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common the fact that whatever the instinctive origin of these 
respective conditions may be, they show themselves clinically 
incapable of transference and displacement. In the case of 
hypochondria, the lack of transferability depends upon its 
narcissistic character; with the other conditions above men- 
tioned, the reason for the incapacity for displacement is more 
obscure. With this character of poor transferability, there 
is a corresponding poverty in symbolization and sublimation 
mechanisms. Thus the symptoms of the traumatic neuroses 
do not diffuse themselves and are not, if one may call it so, 
diluted through a whole series of displacements. The work 
of repression in the traumatic neuroses is, therefore, more 
direct and in consequence much more difficult. The traumatic 
neurotic enjoys, in comparison with the transference neurotic, 
infinitely less leeway; his neurosis is, in a way, more difficult 
to escape from. The predominant mechanism in the traumatic 
neurosis is a periodic reiteration in undisguised form of the 
traumatic event, with a series of defenses and secondary char- 
acter formations. The transference neurosis is likewise 
dominated by a continuous reiteration process; but instead of 
being undisguised and photographic, the instinctive urge is 
displaced, symbolized, transferred, sublimated, and expressed 
in an infinite number of ways, all of which facilitates the 
escape from the repressed material. It is, moreover, a note- 
worthy fact that the regressive process in the true traumatic 
neurosis rarely takes in the sexual organization of the indi- 
vidual. The reasons for this we cannot pause to explain. We 
must parenthetically remark here that by traumatic neuroses 
we mean those neuroses in which the trauma imparts its 
specific character to the disease and not those in which the 
trauma serves as the occasion for releasing a long-latent 
psycho-sexual conflict. These latter cases are in all respects 
ordinary transference neuroses. 

The work of an analysis in a traumatic neurosis is, there- 
fore, markedly curtailed because the neurosis, as it exists, has 
but a very thin psychological superstructure; it does not 
accumulate any new appendages with time, though it may have 
a chronicity of eight years or more. 

It is this character of the disease—namely, its non-displace- 
ability—that explains the compact and photographic char- 
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acter of the dreams, and that also explains why the method of 
hypnosis is so effective in treating them. The work of 
hypnosis is relatively simple. One needs to recover only the 
traumatic events and to reunite them in the patient’s con- 
scious memory. This procedure by no means cures the 
patient. Moreover, the reviewer has never found it necessary 
to hypnotize a subject with traumatic neurosis and prefers 
to work through a conscious level. The traumatic event leaves 
so many clues behind in the symptoms that it is rarely neces- 
sary to learn its character through hypnosis; one can recover 
the amnesias by a direct method even more effectively. The 
conscious procedure, moreover, offers a much better oppor- 
tunity to utilize the libido transference in an active manner. 
But even if we grant that hypnosis is effective in traumatic 
cases, how can one urge that hypnosis should be more fre- 
quently used in the transference neuroses? In the latter type 
of disease, one cannot go so directly to a specific traumatic 
event because even if one does, one leaves the resistances 
attached to all the displacements, secondary repressions, 
transferences, and symbols of the repressed material. To 
argue thus is to misapprehend completely the manner in 
which a transference neurosis is built up and to misunder- 
stand completely the nature of psychoanalytic therapy. 

A still more important clinical and pathological difference 
between the traumatic and transference neuroses lies in the 
defenses which the respective patients erect against anxiety 
and, indeed, in the way in which the whole anxiety problem 
is handled in both conditions. In every traumatic neurosis 
one witnesses an effort at repressing the unbearable anxiety, 
and displacement is one of these mechanisms. However, the 
transferences and displacements in traumatic cases are 
extremely feeble and most easily recognizable. Where the 
anxiety is completely mastered, successfully repressed, it is 
usually done at the cost of much more troublesome symptoms 
and the disease picture comes more and more closely to 
resemble that of epilepsy. In extreme instances, the trau- 
matic neurosis is indistinguishable from epilepsy. In other 
words, the nature and disposition of the anxiety follows not 
at all the same patterns as the transference neurosis, a fact 
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which makes one suspect that, despite superficial resemblances, 
the two diseases differ profoundly. 

Furthermore, the secondary character traits of the trau- 
matic neurosis have no resemblance whatsoever to those 
encountered in the transference neurosis. The locus of the 
conflict seems to be in an entirely different direction. That 
a predisposition to one disease has nothing to do with the 
other was remarkably demonstrated by two soldiers, both of 
whom had had severe transference neuroses prior to service 
and were subjected to those very conditions which usually 
form the basis of traumatic neuroses. During service both 
these men were entirely free from symptoms; but on return- 
ing home they went back to their old hysterias without so 
much as a trace of any of the phenomena encountered in 
traumatic neuroses. We do not wish to give the impression 
that these two diseases are very sharply demarcated from 
each other. The absence of displacement and symbolization 
exists in varying degrees, though in no instance do these 
mechanisms achieve the remoteness from their instinctive 
source in the traumatic that one finds in the transference 
neuroses.* 

The reviewer is not attempting to discuss here the dynamics 
of the traumatic neuroses; he is not prepared on this occa- 
sion to state whether or not this clinical difference both in 
(a) mechanisms, (b) secondary character formations, and 
(c) psychopathological affiliations, indicate that the traumatic 
neuroses depend upon a different instinctive urge from the 
transference type. He does, however, believe that the psy- 
chology of the traumatic neuroses constitutes a vindication 
of the libido theory, and that this need not necessarily be 
along the lines made in 1918 by Abraham, Ferenczi, Simmel, 
and Jones. This discussion is merely to show that McDou- 
gall’s arguments against Freud, based on the traumatic 
neuroses, rest on an entirely false assumption. McDougall 
has nothing to say about the traumatic neuroses that is new; 


1The word transference in psychoanalytic usage may have the meaning of 
libido cathexis or displacement. In this discussion the receiver wishes to indicate 
that the traumatic neurotic has a capacity for a libido transference to the 
physician, but is incapable of displacing the neurosis either on the analytic 
situation or on any other situation. 
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what he does say is not wrong, but he has made very hasty 
use of his data and has shown himself thereby to be very 
poorly oriented on even the descriptive features of the trans- 
ference neuroses. 

For the purpose of contrasting the traumatic and trans- 
ference neuroses, we present the following two cases: (1) a 
typical traumatic neurosis in which the presenting symptom 
is a conversion hysteria, and (2) a transference neurosis in 
which the presenting symptoms are a series of tics. 

The first patient, a man of thirty-six, complained of feelings 
of numbness, pains, coldness, and sweating from the waist line 
down to his toes. The sweating, he said, was more or less 
continuous. His symptoms were about seven years old. Other 
symptoms were marked irritability, instability of temper, 
tendency to aggressiveness and pugnacity, spells of transient 
blindness, and vertigo. He had the typical nightmares of 
traumatic cases—dreams of drowning, of being run over, of 
being burned alive, of being shocked by electricity—and occa- 
sionally he had dreams of fighting, in which he was the 
aggressor. 

Spontaneously, he referred to no shock or trauma, but when 
asked whether anything had occurred to him in service, he 
stated casually that he was on board the U. S. S. Lincoln 
when she was torpedoed. When he was pressed to tell more 
about this event, he showed the usual reluctance to continue 
any discussion, although what he had said was without any 
particular affect. As he continued to talk, there was a mixture 
of anxiety and anger. The facts were that he was submerged 
in the water for about twenty hours on a raft and he was 
almost drowned, but he does not remember being very panicky 
or frightened at the time. When it was pointed out to him 
that the symptoms he complained of were very like those he 
must have had while submerged in the water, he readily 
agreed. He then told me that when, in the past, he had closed 
his eyes and permitted himself to think of these sensations, 
he had often imagined himself clinging to the raft. 

The symptoms represented, therefore, a hallucinatory 
reproduction of the original sensation of being submerged in 
the water. It is not necessary to go into any further details 
about the symptoms. No cure was effected. There were many 
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breaks in the man’s adaptation, but there was no evidence of 
any psycho-sexual conflict either in his dreams or in his pro- 
ductions, and he was in no way adapted to analytic technique. 
He never spoke of anything outside of his symptoms. The 
dream life and the symptoms, therefore, show the complete 
absence of displacement mechanisms and a great abundance 
of reaction formations directed against the external environ- 
ment. In back of the presenting symptoms there lies merely 
the repressed traumatic event. 

The transference neurosis concerns a boy of fourteen who 
was brought for treatment for a series of tics which had 
recurred off and on for five or six years. These tics consisted 
of a jerky movement of the eyes to the left and back; a spas- 
modic closing of the eyes; a movement of the head over the 
left shoulder and rapidly back; a group of mouth tics; a lick- 
ing of the chops; a clicking noise with the tongue; inarticulate 
guttural and labial sounds; and, finally, a spasmodic 
swallowing. 

The parents stated that he was an agreeable boy, liked by 
his friends, popular at school; that he got on well with both 
parents and with his younger sister. He had never had any 
disorder of conduct. The family history was negative. For 
several years the boy had been treated for obesity, his weight 
at thirteen years of age being about one hundred and sixty 
pounds. He was diagnosed as a case of endocrine disorder, 
but the sella turcica was normal. He was treated for his 
obesity and tics by suggestion, glandular extracts, sedatives, 
and change of environment, all without permanent avail. 

When asked about his symptoms, the boy stated that he had 
no knowledge of when or how they began, that he had no con- 
trol over them, and that they were periodically aggravated 
without apparent cause. Conscious difficulties in adaptation 
came from only one source—namely, a masturbation conflict. 
This practice he had continued since the age of nine, at first 
without fantasies, but after the age of thirteen, with a fantasy 
of coitus. He had struggled very hard to discontinue the 
practice because he knew that it was wrong and because he 
had read that it caused insanity and that as a result thereof 
one could not have any children. This masturbation conflict 
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had been more severe several years before, but was still quite 
intense at the time of contact. 

The patient was casually told that if he had any dreams, 
he was to report them. Whereupon, he volunteered that there 
was one dream which he had had repeatedly from the age of 
four to seven, that it was an anxiety dream which he could 
remember because it was always the same dream. It was as 
follows: ‘‘I am in bed and a large, round object keeps coming 
closer and closer to my face, and just as it is about to strike 
me, I wake up.’’ The patient immediately volunteered to 
interpret the dream: ‘‘This dream has something to do with 
eating.’’ He said that he had had this dream most often when 
he was put to bed by his nurse after the noonday meal, and 
that he would often wake out of it crying and would call for 
his mother or his nurse, and she would put him to sleep again. 
He first began to have these dreams shortly after the birth of 
his little sister, as a result of which he was removed to another 
room and made to sleep alone; and he also remembers that, 
though he always went to bed with his favorite teddy bear, on 
this occasion he threw the teddy bear out of his bed and 
refused to sleep with it. The conversation that followed 
showed the boy’s interpretation to be correct. The mechanism 
of the dream was quite typical. He yearned in the dream for 
an object with which he once associated a great deal of plea- 
sure. This yearning he was obliged to repress because his 
place had been usurped by his little sister. The huge object 
that he longed for was the maternal breast. There was no 
history of prolonged thumb-sucking; but since the age of five, 
the boy had shown a voracious appetite. He not only gorged 
himself with food at the table, but would frequently rob the 
cupboard. As a result of all this enormous intake of food, he 
began to grow very stout. About this time, age six or seven, 
he developed a kleptomania, but the objects he felt compelled 
to steal were food objects. 

The obesity troubled his parents and began to make him an 
object of derision among the boys in the street, and it was, 
therefore, under great resistances that he was able to con- 
tinue gratifying his lust for food. The derision of the boys 
in the street seems to have been more effective than the warn- 
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ings of the doctors. At all events, food began to become less 
accessible to him as a means of gratification. 

About that time the tics began to show themselves. The 
first tics that he showed were the inarticulate sounds with the 
lips and pharynx. The boy’s father knew what these sounds 
were. They were colloquial swear words and colloquial 
expressions for coitus. The boy was, however, unwilling to 
let the people around him know that he was using these 
obscene words. He finally disguised them so that they degen- 
erated into unrecognizable guttural and labial sounds. The 
licking of his chops and the swallowing were quite obviously 
motions connected with the taking of food. 

In short, we have here a whole series of oral-erotic substi- 
tute gratifications, all of which were compensations for the 
loss of the original mother breast. The surrogates for the 
breast progressively took the form of an enormously increased 
appetite for food, kleptomania for food objects, articulation 
of obscene words, and, finally, imitations of the act of 
swallowing. 

The relation of the @dipus complex to the symptoms was 
beautifully illustrated by a chance event in the course of 
treatment. The family was stopping in a hotel, and one day 
the father had to return to his native city. The boy was thus 
left alone with his mother. Two days after the departure of 
the father, the mother became quite dismayed and wondered 
why the boy’s tics had become so much more severe during the 
past few days. On this interview the patient was extremely 
reticent and said that he did not know of any reason why his 
symptoms were aggravated. He finally broke the silence with 
a question which was to this effect: he wanted to know why 
he was able to see the reflection of his mother’s activities in 
the bathroom and to see her exposed without any interest, 
whereas whenever he saw the parts of any other woman 
exposed, it excited him greatly. He then proceeded to narrate 
how his eye symptoms had become particularly severe in the 
last few days. He was also able to recover the first occasion 
on which he had seen his mother exposed, at about the age of 
six, and how he debated with himself whether he ought to look 
around or turn his head away. He had the same feeling later 
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when he visited the museum and saw the figures of nude 
women. 

In short, the neurosis consisted of an effort to escape from 
a conflict in the present, which took the form of a guilt feeling 
about masturbation. The inability to find adequate outlet in 
this manner caused the patient to retrace a path which was 
most easily followed through his symptoms and was seen to 
depend upon a hunger for oral gratification. The hysteria, 
therefore, represented a compromise formation—a substitute 
for the desired gratification, with certain checks upon it. In 
back of the presenting symptoms there was, therefore, a rather 
elaborate psychological superstructure, a desire or urge which 
was blocked in its expression. 

In the traumatic neurosis we observe a fixation on a 
traumatic event; the patient’s symptoms are (1) a photo- 
graphic living reproduction of the sensations he had while 
submerged in the water; (2) dreams which are not necessarily 
photographic, but in which there is constant reiteration, with 
some variety, of a threat to the patient’s existence; and (3) 
reaction formations in the form of a defensive attitude to the 
environment. In the transference hysteria there is a fixation 
on the oral zone, with efforts to gratify it with a whole series 
of different activities—eating large quantities of food, play- 
ing with his tongue, obscene words, and attempts to check and 
disguise them. The gratification is archaic and is called upon 
as an escape from the sexual conflict involved in masturbation 
and in the (dipus fantasies implied. The symptoms repre- 
sent a compromise, in that the gratification and the checks 
upon it are written into the symptoms. In this simplest type 
of transference neurosis, the erotic motif is not difficult to 
recognize; in the traumatic neurosis we deal with a reac- 
tion type which has a less direct connection with what repre- 
sents itself in consciousness as the conation of appetite, desire, 
or quest for gratification. This latter character of the 
traumatic neuroses was conceded by Freud in 1921 (Jenseits 
des Lustprinzips). 

In the remaining criticisms of Freud we are now in a posi- 
tion to know what to expect from Dr. McDougall, and we are 
not disappointed. He simply discards all that appertains to 
the transference neurosis and retains only the instinctive 
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principle which he calls by the name of ‘‘hormé’’. He retains 
the principle in a purely descriptive sense. The pleasure 
principle, pregenital sexuality and narcissism, and fixation 
regression and resistance all go by the board; the specific 
mechanisms of the neurosis, the principle of defense, reaction 
formation, sublimation, and substitute formation all follow 
suit. What is retained of Freud’s terminology has its con- 
notation so altered that it no longer has a right to the names 
originally used by Freud. 

Toward the eubject of the sexual instinct, McDougall has a 
purely behavioristic stand; that is, he recognizes nothing as 
sexual but what is directly connected with the copulatory 
process and the external genitals, and does not investigate the 
developmental aspects of sex except in so far as the genitals 
are directly concerned. Naturally, the entire sexual theory 
occurs to him as a piece of ‘‘mythology’’. In reply to Dr. 
McDougall’s clamor for a scientific proof of the existence of 
pregenital sexuality, we can suggest that he be not so ready 
to accept the lay connotation of the word ‘‘sexual’’. Natur- 
ally, if one asks lay people: ‘‘ When did you first have sexual 
feeling?’’ they will all uniformly refer to the manifestations 
of puberty. We suggest that Dr. McDougall inquire about the 
sexual development of certain people who would reply to such 
a query: ‘‘Why, I never had any sexual feelings and I 
haven’t any now.’’ Dr. McDougall would certainly not sanc- 
tion the idea that the sexual instinct does not exist in some 
people or could never be awakened. We suggest, therefore, 
consideration of the following data: 

A young man of twenty-two years was sent for the treat- 
ment of an apparently simple condition: he had from time to 
time stated, within the hearing of his father, that he did not 
believe in sexual relations, that they were wrong, unethical, 
and so forth. He had shown occasional erraticisms of behavior 
toward his mother and sister, but was on much better terms 
with his father. For several years he had picked severe 
quarrels with his mother on minor provocations, and was at 
times very erratic and unreasonably rude in his behavior. 
Besides this there were no symptoms of note. His father sent 


him to a physician to have some of his ‘‘sexual ideas straight- 
ened out’’. 
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The patient stated that he had, until a year prior to his 
visit, believed that sex was wrong, but that he had been led, 
by its general acceptance in society, to think that he was not 
entirely right in his former belief. He accordingly decided to 
change his attitude. Prior to this time (age twenty-two) he 
had never had any sexual experience of any kind. He had 
never masturbated in his life and had rarely had erections, 
and when he had, they were at no time connected with the 
usual stimulus. Physical contact with girls in dancing was 
repulsive to him; on the few occasions when he had kissed a 
girl, he had found the act disgusting and had to leave the room 
‘“‘to spit’’. He had never found any part of the female attrac- 
tive except the buttocks, though he had never associated this 
interest with anything sexual. He had never had sexual 
fantasies, and the sight of a nude female, on such occasions as 
he had deliberately sought, had excited him not at all. When 
he had twice attempted, under the influence of his altered atti- 
tude toward sex, to cohabit with a prostitute, he had not only 
failed to get an erection, but had found the contact disgusting. 
We have here an individual who may quite correctly be 
described as having no sex life either directly or in sexual 
fantasies. Moreover, deliberate attempts at genital masturba- 
tion with fantasies gave no erection or gratification. 

This notwithstanding, the patient presented evidence of a 
severe disturbance in his emotional and social life. The first 
question to answer was: Where is his sexual instinct? He 
was interested in athletics and jazz music; beyond these there 
was no evidence of sublimation. The answer came by accident 
when one day in the office he complained of an irresistible 
impulse to put his hands to his head and to stroke it gently 
and repeatedly. This, he said, he did a great deal of the time 
when he was alone. And when I inquired about his childhood 
habits such as thumb-sucking, he replied without any affect 
that he had never stopped sucking his thumb since infancy and 
that at no time in these eighteen years of conscious recollec- 
tion could he remember a time when he had not gone through 
a certain ceremony in connection with the thumb-sucking. 
This consisted of burying his head in a pillow, sticking his 
right thumb into his mouth, and with his left hand kneading 
the pillow. He practised it chiefly at night, and, in fact, used 
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it as a hypnotic. Occasionally during the daytime, in response 
to some indescribable urge, he had to stop whatever activity 
he was engaged upon and retire to some private place where 
he could thus indulge himself. It was a secret practice, used 
as a hypnotic, a protection against vague dreads and somatic 
sensations of an indefinable sort. What gratification there 
was in this practice he described as ‘‘a frenzy of enjoyment’’. 
He had never had a guilty feeling about it, and had never been 
punished for it. 

A day or two later, in reply to the question about his dream 
life, he became much embarrassed. After a prolonged silence, 
he said that he had had a dream the night before in which he 
was giving himself an enema. This is the history as he nar- 
rated it: ‘‘l have always enjoyed cleanliness. When I was 
about eleven years old, another boy and I were in the bath- 
room, and he suggested that we cleanse ourselves. Eiver since 
then I used to give myself enemas, three or four times a week. 
I enjoy the sensation of the water flowing out, It is the most 
stirring sensation in the world; it takes me out of myself. It 
would cause a trembling and finally a relaxation as if some- 
thing gave way—and I felt so fine after it.’’ His nocturnal 
pollutions were always accompanied by enema dreams, and 
several times in the act of douching his rectum he had had 
ejaculations, which had led him to suspect that this was a 
pseudo-sexual activity. (Incidentally, all his quarrels with 
his mother were on the subject of cleanliness.) 

One year prior to treatment, he developed a choking sensa- 
tion in the throat, spasmodic and frequent. Its coincidence 
with efforts at heterosexual activities is significant. More- 
over, there was an effort to stop anal activities. (His dreams 
confirm this.) During this time he became subject to strange, 
indescribable visceral crises, located intra-abdominally, in 
joints, muscles, and so forth. In addition, he was from time 
to time subject to wild outbursts of activity, hilarious laugh- 
ing, dazed and confused episodes, and finally preoccupation 
with a ray theory—to the effect that all people and animals 
must have rays emanating from them—and he was beginning 
to interpret his somato-psychic sensations as due to their 
influence. 


We have here a case in which we need not look for any 
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erotic regression; it is not a perversion, but a simple fixation 
on two erogenous zones—mouth and rectum. As long as he 
could remain in this state, there was no break in his adapta- 
tion; the trouble began only when he was obliged to make 
some inroads on this activity and to replace it by another more 
in conformity with the ideas of the group. His conscious 
efforts at heterosexual activity were perfunctory and failed 
for much the same reason that ‘‘words without thoughts do 
not to heaven go’’. It was natural to suppose that with the 
suppression of the activities connected with these zones, he 
had either to go toward heterosexual activities or to devise 
some equivalent for those that he repressed, equivalents that 
had some direct or implied conation of pleasure. The latter 
course is, indeed, more natural and accessible; there appear 
in lieu of the suppressed activities a hysterical choking, the 
strange visceral crises, and finally a system of thinking which 
brings these psychological equivalents of auto-erotic activity 
into some logical relation with the world, a process very char- 
acteristic of schizophrenia. 

The question, therefore, as to whether or not these activities 
at the mouth and rectum are sexual remains an academic 
question. Clinically, it is of no consequence. Clinically, one 
ean see that the activities are in response to an instinctive 
need, to an urge which is conated as gratifying, for the 
achievement of which the individual pursues a purposeful 
activity or devises some psychological equivalent thereof. 
Theoretically, it is of great importance to establish the rela- 
tion of these erogenous-zone gratifications with other holo- 
philic activities. One cannot enter here into the other 
problems suggested by this case. It is advanced merely to 
show that the conventional standardizations of words are poor 
guides for scientific thinking, that the purely behavioristic 
approach leads to a host of disjointed and detached entities. 
If these anal and oral activities are not erotic and are not 
ontogenetically related to the sexual instinct, it is up to Dr. 
McDougall to deny their existence or to classify them as self- 
assertive or submissive instinct activities, and to describe the 
patient as hopelessly dissociated and disintegrated. 

Concerning the pleasure principle, Dr. McDougall objects 
to it because it belongs to ‘‘a system of psychological hedon- 
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ism’’. This statement is supposed to be self-explanatory. 
We suspect that his objection comes from a metaphysical 
basis, all of which has nothing to do with the clinical useful- 
ness or the subjective truth of the principle. Freud has in all 
his work accepted the pleasure principle on a pragmatic basis; 
it is the name of a predominant direction of certain psychic 
processes. Freud, as McDougall correctly observes, has 
admitted the existence of other principles, one at least which 
he designates as the ‘‘ Wiederholungszwang’’. The reviewer 
has, moreover, observed psychic processes which have a less 
direct connection with what represents itself in consciousness 
as the conation of appetite or desire, yet they are instinctive. 
This does not, however, vitiate the pleasure principle as it is 
used by Freud; its validity is established not on metaphysical, 
but on a subjective basis. 

Of the words repression and suppression, unconscious and 
subconscious (which he uses synonymously), McDougall has 
only a descriptive understanding, not one that is dynamic and 
topographic. He laments that Freud never uses the words 
dissociation and disintegration in the sense in which they are 
used by Morton Prince and Janet. The difference lies here. 
Repression is the name of an active, living, and purposeful 
process; the success that it has varies. Where it fails, the 
repressed material returns in another form, the symptom. 
The symptom, therefore, appears to be ‘‘dissociated’’ and to 
have an independent existence. One can use the word dis- 
sociated to designate the return of repressed material; but 
we know that what appears detached from the aims and pur- 
poses of the individual is still a living part of him. Thus the 
word dissociated is well to use in a descriptive sense, but not 
in a dynamic. And since Dr. McDougall does not understand 
the difference betwen the two points of orientation, the words 
suppression and repression, unconscious, subconscious, and 
eco-conscious connote the same thing. 

Of the Freudian concept of regression McDougall gives the 
usual travesty, describing it as a process whereby ‘‘the 
patient becomes dominated by the sexual desires of his 
infancy’’—again using the word in a descriptive sense and 
proving his point by several cases of war neuroses. The 
reviewer has already demonstrated the differences between 
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the transference and traumatic neuroses; he is ready to con- 
cede that the regression in traumatic cases rarely takes in the 
psycho-sexual development. What Dr. McDougall says about 
regression in traumatic cases may be true provided that he 
permits it to apply to such cases only. We may furthermore 
add that the types of regression seen in traumatic cases—of 
which McDougall has several that are remarkable—do not 
occur in any form of transference neurosis. These are ques- 
tions that need answering, but we fear it cannot be done by 
discarding all that we have learned about the transference 
neuroses. 

Concerning sadism and masochism, he has, strangely 
enough, little to say. It has been described as a component of 
the sexual instinct, the ego-instinct component thereof. Dr. 
McDougall does not wish to understand it thus, because if he 
did, he could not very well say that the sadistic represents the 
‘*self-assertive’’ and masochism the ‘‘submissive’’ instinct. 
Sadger, over a decade ago, described the sadistic component 
as a manifestation of a ‘‘ Bemdchtigungstrieb’’ and the maso- 
chistic as a manifestation of an ‘‘Erniedrigungstrieb’’; and 
Freud, in 1922-23 (in Das Ich und das Es and Das Okono- 
mische Prinzip des Masochismus’’) conceded that sadism and 
masochism represent instinct mixtures. Such sadistic and 
masochistic components, says McDougall, ‘‘can only be justi- 
fied if the behavior in question can be shown to be common to 
all members of the species . . . there is in animal life nothing 
corresponding to the human tendencies known as sadism and 
masochism’’, 

The fact can be verified by ordinary clinical observation of 
how completely the sexual organization and egoistic attitudes 
in man can be reciprocally influenced, and by observation of 
animals. Perhaps one illustration from animal life will suffice. 
We commend to Dr. McDougall’s consideration the observa- 
tions made by G. V. Hamilton concerning the relation between 
egoistic interests and sexual attitudes in monkeys. Hamilton 
tried the experiment of placing two monkeys of the same sex, 
but of unequal size and strength, into the same cage. He 
observed that in each instance the larger and stronger mon- 
key would attack the weaker one, and that the latter would 
invariably assume the attitude of the female in the sexual 
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act. The larger monkey would also go through copulatory 
movements. He then took the weaker monkey of this experi- 
ment and placed him in a cage with another monkey of the 
same sex, but one who was in turn weaker than himself. 
Whereupon, he observed that the monkey which in the former 
experiment took the feminine and submissive part now took 
the aggressive and masculine part, and the weaker monkey 
the feminine part. To be sure, this is no illustration of 
sadism or masochism in monkeys, but it does illustrate the 
reciprocal relationship between sexual attitude and egoistic 
expediency. 

Let us turn now to Dr. McDougall’s thesis: His argument 
is extremely difficult to follow, and its sequentiality rather 
dubious. In order to understand the more serious departures 
from normal, we must understand the slighter ones, and he 
thus studies (1) fatigue, (2) dreaming, (3) the influence of 
drugs, and (4) hypnosis. He knows that two of these involve a 
dual problem, physiological and psychological, and he does not 
attempt to explain one by means of the other. He finds that 
fatigue and alcoholic intoxication are governed by similar 
principles. ‘‘The degree of fatigue or of alcoholic intoxica- 
tion, as indicated by the objective and subjective symptoms, 
is the expression of the relation between, on the one hand, the 
amount of free active energy at work in the nervous system 
and, on the other hand, the inhibiting and blocking factors 
which have to be overcome in order that the free energy may 
express itself in bodily or mental work.’’ 

In attempting to solve the psychological problem connected 
with fatigue and the process of falling asleep, McDougall gets 
his cue from a simple observation. A dog is dozing on the 
rug, something happens, and he becomes active, energetic, 
showing marked changes in behavior and emotional tenor. 
What has happened is that some instinct has been aroused. 
‘*When someinstinct is brought into play, the animal becomes 
emotionally excited... . Each instinct seems to be in some 
sense a great reservoir of energy. . .. ”’ And this led 
McDougall to the hormic theory of human and animal nature. 

The word ‘‘libido’’ in the Freudian or Jungian sense he 
rejects and substitutes the word ‘‘hormé’’, which has the con- 
notation of ‘‘force, attack, press, impetuosity, violence, 
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urgency, energy, zeal’’; it is very like the Bergsonian ‘“‘élan 
vitale’’ and is incompatible with the ‘‘pleasure principle’’. 
The instincts are the foundations of the structure of the mind. 
There are a group of primary instinctive dispositions; of 
these latter we hear more of the instinct of self-assertion and 
submission than any of the others, though the sexual instinct 
is recognized as such a primary one, separate from the par- 
ental instinct. Each of these primary instinctive dispositions 
may ‘‘give rise to a number of systems of secondary disposi- 
tions which remain connected with it and actuated by it; and 
any one such system of dispositions concerned with a particu- 
lar object or class of objects together with its codperating and 
actuating primary disposition . . . constitutes a sentiment or 
complez’’. ‘*The impulses of the various instincts may codp- 
erate, combining their energies in the support of one train of 
mental and bodily activity, in so far as their goals are not 
incompatible with one another. And normal mental develop- 
ment largely consists in the development of such mental struc- 
ture as facilitates the harmonious codperation of the mstinc- 
tive tendencies, the growth of the sentiments being the main 
feature of this development. But primarily the impulses or 
conative energies of the several instincts tend to conflict one 
with another, the stronger inhibiting the weaker... . The 
work of character formation is the organization of the senti- 
ments, under the dominance of the sentiment of self-regard.’” 

In place of the Freudian ego, ego ideal, stands the ‘‘senti- 
ment of self-regard’’ (or ‘‘self-respect’’!). This sentiment 
is the organizing and critical force, the repression force, 
dream censor, and so forth. ‘‘The repressing force is neither 
the pain nor the disagreeable affect itself [it is implied that 
this is the Freudian position!] ; it must be some other affect- 
ive force of the personality . . . the repressing forces must, 
I think, be looked for within the sentiment of self-regard.’’ 
The incompatibilities created in the sentiment of self-regard 
—conflict—resolve themselves by a process called dissociation, 
which holds a variable relationship to repression. The rela- 
tionship between dissociation and regression is nowhere made 
clear, but at all events McDougall believes in this mechanism, 
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though it is hard to see where it fits in. Regressions are not 
of the nature that Freud describes. It is more than ‘‘an abey- 
ance of the higher functions, those last developed phylogenet- 
ically and ontogenetically’’; it is ‘‘abeyance of all the 
functions of associative reproduction’’, involving at times the 
whole cognitive structure of the mind.: Regression is most 
frequently initiated by shock or fear; and conflict is conceived 
of as being waged between the instincts. (Freud has over- 
looked this, McDougall claims.) 

A well-knit character is one that can resist all disintegrating 
forces, ‘‘and this capacity depends upon the organization of 
the sentiments in an ordered system dominated by a master 
sentiment... . In the more extreme instances of disintegra- 
tion, this master sentiment undergoes actual disruption. Its 
two fundamental impulses or dispositions, that of self-asser- 
tion and that of submission, become divorced and each forms 
the nucleus of a partial one-sided personality.’’ 

McDougall can now form a hierarchy of dissociative dis- 
orders, from those that are superficial, occurring at the upper 
levels of the total cerebral organization, down to those in 
which the dissociation is most profound, taking place at the 
level of the most deep-seated functions, the instinctive tend- 
encies. The simplest dissociations are simple anzsthesias 
and functional paralyses. Then come amnesias; then multiple 
personalities. | 

Let us now see how Dr. McDougall applies this thesis to 
clinical problems. 

To take up first the question of hypnosis, Dr. McDougall 
knows that his theory of cerebral dissociation offers no basis 
to explain the ‘‘rapport’’ between hypnotist and subject. To 
explain this factor in the potency of suggestion, he looks for 
an instinctive basis, but rejects the masochistic sexual element 
of Freud and Ferenczi. Judging from the behavior of ani- 
mals, there is an instinct of submission, which must also be 
present inman. This submissive impulse is the main conative 
factor at work in all instances of true suggestion. (This, 
incidentally, has nothing to do with the much-tooted herd 
instinet.) If it were not for this submission instinct, human 
beings would not be suggestible, and their social life would be 
very different. If we continue this line of reasoning, it is easy 
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to see that the person who offers the suggestion is dominated 
’ by the instinct of self-assertion. The susceptibility to hypnosis 
depends on the native strength of the submissive instinct and 
on the proclivity to dissociation. The extrovert is more liable 
to dissociation, and is hence more readily hypnotizable, than 
the introvert. ‘‘If Freud had recognized that the tendency to 
subservience . . . is rooted in an instinct distinct from and 
independent of the sex instinct . . . he would at once have 
reached the theory of suggestion proposed in my Social 
Psychology.’’ 

Automatisms, fugues, hysterical fits, somnambulism are in 
the nature of simple dissociations, and due to the activity of 
a subsidiary mental stream, which Morton Prince designated 
as a co-conscious state. How this comes to pass we are not 
told. 

Concerning anxiety states, McDougall is inclined to think 
that repression, dissociation, and amnesia have little to do 
with the neurosis. He quotes Dr. Gibson: ‘‘In almost every 
case the cause of the neurosis is interference with the primi- 
tive instinct of flight which has as its affective accompaniment 
the emotion of fear.’’ These explanations, says McDougall, 
will save the general physician from being carried away by 
extravagant theories and from the wilderness of fanciful 
speculation. 

The Freudian explanation of conversion hysteria he likens 
to putting a pound of pork in at one end of a mechanism 
and getting it out in the form of sausages at the other. His 
own explanation is this (in his discussion of pain as a conver- 
sion symptom): ‘‘bodily pain arises when nerve currents are 
excited which do not follow any preformed system of channels 
in the brain... . If, then, a severe emotional shock. . . is 
evoked at the moment of some bodily activity, the energies 
liberated, incapable of finding natural outlets in bodily action 
and expressions, overflow into the system of neurones in 
action at the moment, and produce within it . . . some malad- 
justment that endures as the ground of the subsequent pain 
referred to the part in question.”’ 

Concerning phobias, he regards them as due to traumatic 
events in childhood which evoke self-reproach, shame, or guilt. 
Such shock or fear causes dissociation; the fear persists, but 
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the event is forgotten. The phobia is, therefore, the expres- 
sion of a ‘repressed, rather than a dissociated, symptom. 

Manic-depressive psychosis is due to a disturbance of the 
normal balance and codperation of the self-assertive and sub- 
missive impulses within the sentiment of self-regard. This 
normal balance may be upset by reverses or by changes in 
bodily metabolism. These two instincts may have specific 
hormones, as have the sex instinct and the fear instinct, and 
endocrine secretions which are liberated and favor the activity 
of the corresponding instinct. The disease consists, therefore, 
of alternating excesses of the self-assertive and the submis- 
sive affects. 

In schizophrenia the self-regarding sentiments are strong. 
‘‘There is no lack or weakness of the self-affects, the emotions 
and impulses of the sentiment of self-regard’’; rather, they 
are stronger than all others in the schizoid. He ‘‘is charac- 
terized by an undue touchiness of the self, together with an 
incapacity for normal emotional rapport with other persons. 
Now, the maintenance of normal social relations, normal rap- 
port, is rendered possible only by a balanced harmonious 
development of the sentiment of self-regard.’’ Social rela- 
tionships McDougall describes as oscillations between asser- 
tiveness and submissiveness. The negativism of the 
schizophrenic is an extreme manifestation of his incapacity 
for volition or decision. But voluntary decision is in turn the 
work of the sentiment of self-regard. Thus can anything in 
all psychopathology be explained. And concerning transfer- 
ence (in the sense of libidinous attitude to the analyst) Mc- 
Dougall tells us that Ferenczi’s statement that the character 
of the transference is determined by the sexual constitution of 
the individual is an extreme view, and ‘‘arises from the false 
identification of self-assertion and submission with the sex 
instinct”’. 

We do not pretend to know how satisfying all this may 
sound to a psychologist; but to a clinician acquainted with 
the history and development of psychiatric thought, it seems 
a most unusual mixture of naiveté and arbitrariness. We 
have here not a system of psychology, but a series of discon- 
nected psychological explanations, which differs in no way 
from other explanation psychiatries based upon the endocrine 
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or autonomic systems. While it is true that McDougall 
entirely avoids any neurologizing tautology, the method is 
quite the same; but instead of explaining psychopathological 
data on a neurological basis, he now has an instinctive basis 
which he calls ‘‘hormic’’. We note, moreover, that this hormic 
principle is not universally applicable. Some conditions are 
explained as dissociations under the influence of fear, which 
in turn is spoken of sometimes as an emotion and sometimes 
as an instinct; others are explained on the aggression-sub- 
mission principle. The pleasure principle being taboo, we are 
quite at sea as to what factors determine the oscillations of 
the submission-aggression about this sentiment of self-regard. 

Before we attempt to assess the merits of Dr. McDougall’s 
new formulations, it would be well to see where his method- 
ology stands in relation to those he most severely criticizes, in 
particular to Freud’s. 

The popular notion that Freudian psychology consists of 
reducing all mental phenomena to terms of ‘‘sex’”’ is the vilest 
burlesque. To the trained analyst Freud stands for a method 
and not for a series of arbitrary explanations. It is a method, 
moreover, that is trained on certain objectives, which are 
direct evolutions and outgrowths of the movement in psy- 
chiatric thought initiated by Kraepelin. 

We can best survey the development of psychiatric methods 
from the point of view of the relationship of the psychiatrist 
to the phenomena he encounters in the disordered thought, 
behavior, and affect of the patient. To Kraepelin, who is still 
the great classicist of psychiatry, the symptom and the group- 
ing of symptoms remained the orientation point throughout. 
The uniformity with which certain symptom groupings 
occurred and followed a course more or less typical led him 
to separate his clinical pictures into several groups. In 
Kraepelinian practice, the observer was detached, and what 
constituted a symptom was standardized against the subjec- 
tive conventional criteria of normality. The whole procedure 
was directed toward a specific, practical goal—that of recog- 
nition and prognosis. The symptoms were merely described 
and their various combinations noted. Thus, Kraepelin’s 
strength lay in that he created certain orientation points for 
clinical practice. There was no psychology, no biological basis 
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for the phenomena of the disease; though, as a general rule, 
somatic changes were tacitly assumed to be prominent as 
etiological factors, they were hardly offered as an explana- 
tion of all the phenomena of the disease, save in the cay 
organic conditions. 

Bleuler, though still descriptive, studied a different aspect 
of the symptom—not its phenomena only, but its history; and 
so he was able, without postulating any biological or psycho- 
logical basis, to go deep into the reaction types that eventuated 
in symptoms. With Bleuler, then, the symptom was founded 
on certain behavioristic and affective antecedents and on cer- 
tain characteristics in the descriptive features of the thought 
processes. 

Freud began to work with a group of cases that were closer 
to the normal than those of his predecessors. He was able, 
therefore, to do something that they could not. With the 
major disorders, the phenomena of the disease, the symptom- 
atology had to be the guide of the investigator, chiefly because 
the subjective conditions in patient and observer were widely 
different. The community of experience whereby it is pos- 
sible for one person to understand another was broken; not 
only that, but also the capacity for mutual exchange of inter- 
est and influence was markedly impaired. In the material 
that Freud began to work with, the subjective conditions in 
patient and physician were approximately the same. This led 
to some remarkable results. Not only did a clinical entity, 
like a phobia, have certain descriptive phenomena, a morphol- 
ogy, a history of psychological antecedents; it had also a 
dynamism and mobility. The symptom, its phenomena and 
antecedents, were relegated to a position of secondary impor- 
tance, according as it became evident that these phenomena 
represented the disease process to a very limited degree only. 
The symptom was observed to take on protean forms, varying 
with circumstances, but also to remain in contact with certain 
living forces and conditions. The symptom, from a psycho- 
logical point of view, became less and less circumscribed, was 
seen to have a large number of antecedents and determinants, 
and was kept alive by an instinctive drive whose gratification 
was thwarted by a group of internal and external factors. 
And finally, Freud found that the conditions of the disease 
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process were susceptible to influence within the very limited 
situation of the relation between physician and patient. In 
short, the disease process and its dynamics could be observed 
and influenced ‘‘in vivo’’. The transference became the 
screen on which the disease process was projected. 

When Freud had formulated all the principles he observed 
in these conditions, he was able to go back to those cases in 
which the subjective conditions existing in physician and 
patient were different and to see, though to a much more lim- 
ited extent, a certain distance into the dynamics of the disease 
process which formerly had to be described only in terms of 
phenomena. In other words, through what he learned in the 
transference neuroses, he was able to see what dynamic fac- 
tors were responsible for this break in subjective continuity 
between physician and patient that existed in the schizo- 
phrenias and the manic-depressive group. From Kraepelin 
to Freud we see that clinical practice and clinical psychology 
were limited by certain subjective conditions which, when con- 
trolled, allowed us to obtain an entirely new conception of the 
disease process. The psychoanalytic method circumvented 
in this way the limits imposed by conventionalized introspec- 
tion and avoided the obscurantism of making explanations of 
the disease by combining the various surface manifestations 
until by analogy the symptoms assumed some raison d’etre. 

The psychoanalytic method is, however, limited by its most 
potent weapon—the use and interpretation of the transfer- 
ence. The method is inadequate for the interpretation or 
influence of conditions that have little or no representation in 
consciousness in either patient or physician. It is helpless 
before psycho-biological processes that have little or no idea- 
tional representation. Such a state of affairs exists in the 
traumatic neuroses, although in this instance the use of the 
transference, the influencing of the patient, remains to a large 
extent possible. Such phenomena arise in certain aspects of 
the schizophrenic, cyclothymic, and epileptoid conditions. 
Here it begins to be progressively more difficult to tell how 
much of the presenting phenomena are disease processes, how 
much reactions to the disease, and how much psycho-biological 
reaction types with no ontogenetic antecedents. For the com- 
prehension of these phenomena other methods, perhaps com- 
parative or experimental, become indicated. 
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Not the least of the Freudian contribution to psychiatry is 
the fact that it has offered many new points of view from 
which one may reconstruct even the symptomatology of cer- 
tain diseases. How far one can go, with such a combination of 
acuity of observation and a knowledge of dynamics, is now 
being demonstrated by the phenomenologists in Germany, of 
whom Jaspers and Schilder are noteworthy examples. 

There is another method that has been frequently used in 
psychiatry which, however, has no title to the name of a clin- 
ical procedure. This method starts, not with symptoms or 
with a patient, but with a principle. This monster is the 
interpretive or explanation psychiatry. The master principle 
may be psychological, neurological, endocrinological, anthro- 
pological, or combinations of them. There are many such 
weeds in psychiatric literature. Thus, one may explain a 
psychopathological entity as due to segmental cravings of the 
autonomic system, as due to endocrine disturbance, as part of 
a constitutional habitus, or, as in McDonugall’s instance, as due 
to an imbalance of the self-assertion-submission instincts with 
reference to the sentiment of self-regard. In this method, the 
observer tries to explain the phenomena of the disease by a 
principle which is entirely extraneous to the disease process. 
Its validity has no verification in subjective conditions, nor is 
it capable of any comparative verification. A psychological 
or instinctive principle may thus be used to ‘‘explain’’ certain 
clinical facts. If one posits, for example, a herd instinct, 
one may explain the seclusiveness of a dementia-praecox 
patient as due to a weakness of the herd instinct, or the egoism 
of the epileptic as due to the weakness of his herd instincts 
and the inordinate ‘‘strength’’ of his ego instincts. These 
explanations represent purely intellectualized permutations 
and combinations of an arbitrarily selected number of facts, 
and depend upon a confusion of etiological and psychological 
problems. Whereas some of these explanations have great 
merit, if used for specific instances, most of them are charac- 
terized by a breadth of generalization and a pretentiousness 
that is amazing. Naturally, these explanation psychiatries 
have no contact with clinical problems. 

Dr. MeDougall’s original ideas belong to this latter type of 
explanation psychiatry. He tells us that his psychology is 
hormic. That is true enough. He believes that functional 
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disorders are due to disturbances in instinct life, but he backs 
up his contention with a perfectly arbitrary system in which 
instincts are either strong or weak, at war with one another 
or at peace. Somehow these things are related to a self- 
regard complex; the modus operandi, the pathogenesis, is 
nowhere demonstrated. He starts with two behavioristic 
polarities—aggression and submission—which, surely enough, 
abound in animal and human life. These he calls primary 
instincts. He then looks around to see which of the symptoms 
of a given disease coincide with either one or the other type 
of instinct. He applies this formula to all the disease entities, 
and is quite content with his deduction. What cannot be 
explained according to this principle is explained according to 
the descriptive categories of dissociation or disintegration 
phenomena. How futile this procedure is we can see when we 
note to what a limited extent the symptoms of the disease 
represent the factors that underlie it. In short, the difference 
between accepting a hormic principle as a basis of disorder 
and a psychology in which the evolution of the symptom is 
traced to an instinct is still a very wide one. 

Dr. McDougall has leaned a great deal more heavily on 
descriptive concepts borrowed from Morton Prince and Janet 
than he has on Freud. The reason for this does not appear 
to be very obscure. Dr. McDougall’s experience and habits of 
psychological thinking coincide more with the descriptive and 
explanatory psychologies. We do not feel that despite his 
acceptance of a hormic principle, Dr. McDougall has made 
good his professions to Freud, for no matter how much he 
agrees to this or that in Freudian psychology from a descrip- 
tive point of view, when he rejects the dynamic approach, he 
repudiates all that is truly Freudian. The soul of Freud lies 
in his dynamic concept of neurotic disorders and not in any 
specific dogma, but for the comprehension of Freud’s dynamic 
psychology, Dr. McDougall is, we fear, too limited in experi- 
ence. It is no more possible to understand Freud from the 
descriptive point of view than it is for a layman to understand 
the modus operandi of a dynamo from its ground plan or to 
learn surgery by a correspondence course. 

There is more quarrel with the use that he makes of it than 
with the thesis that Dr. McDougall presents. The existence 
of aggressive-submissive trends has long been known in psy- 
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choanalytic thought. It was first emphasized by Alfred 
Adler, and though Dr. McDougall objects, the two theories, 
his and Adler’s, are quite alike in that they both deny the 
importance of erotic regressions in the production of symp- 
toms. The existence of aggressive and submissive instincts 
depends entirely upon the connotation that one elects for the 
word ‘‘instinct’’. However, these polarities, from a behavior- 
istic standpoint, have a wide distribution in animal nature. 
The existence of such instincts, however, far from constitu- 
tutes a demonstration of their activity in psychopathology. 
One would, indeed, like to know what is the original and 
ontogenetic development of these instincts. What phases of 
adaptation precipitate their elemental forms? What are their 
regressive manifestations? Such questions one must be able 
to answer before one can call a group of explanations a 
psychology. 

We feel that the solution of the problem of the ego instincts, 
their manifestations, development, and pathology, still belongs 
to the future, and we do not feel that Dr. McDougall’s arbi- 
trary explanations have brought us nearer to that solution. 
He has chosen too difficult a task. We feel, moreover, that 
he has missed out on the source from which he could have 
derived the greatest help, from Freud, whose principles he 
has judged more by the letter than by their rhythm and pulse. 

Although his effort to approximate the hiatus between 
academic psychology and psychiatry does not terminate very 
successfully, it must be remembered that these two different 
types of endeavor are stimulated by different human needs 
and checked by entirely different forces, and that they have 
entirely different traditions. Academic psychology enjoys a 
great deal more freedom from the severe checks imposed by 
clinical practice and the persistent clamor of human needs. 
Dr. McDougall has gone a long way toward reconciling the 
two methods by conceding that clinical procedure has con- 
tributed at least one principle that can be embodied in 
academic thinking. This is a sufficient beginning from which 
we can see nothing but good to come. Dr. McDougall has, 
moreover, set a noteworthy precedent, and has opened up the 
field of psychopathology to a group of students to whom it 
would otherwise have remained inaccessible. 


RELIGIOUS HEALING* 


ALICE E. PAULSEN, Px.D. 
New York City 


[* ancient times the practice of healing was carried on by 

the priesthood. It was a recognized function of religious 
procedure, and history supplies us with amusing accounts of 
the queer charms, incantations, and magical practices of every 
conceivable sort that were part of the stock in trade of the 
healers of those days. Such practices survive to this day 
among primitive peoples. 

Though the early Egyptians had some knowledge of anat- 
omy and must have known something about hygienic methods, 
the separation of medicine from religion and magic did not 
occur until the fourth century before Christ. Hippocrates, 
the father of modern medicine, was a product of the compara- 
tively highly cultured Greek civilization, which made bodily 
perfection and health ideals in themselves. 

Modern medicine itself has gone through endless changes. 
When we think of the numberless remedies that have been 
heralded, assiduously applied, and later proved worthless, in 
spite of their one-time reputability and popularity, we are 
sometimes forced to the conclusion that in the history of medi- 
cine there have been many practices, which, whatever they 
accomplished or failed to accomplish, must have worked 
through suggestion and not through any intrinsic therapeutic 
value. They take their place with magic. Nevertheless, the 
steady increase in the body of medical knowledge has tended 
to separate medicine further and further from religion, until 


at the present time we are scarcely able to trace the earlier 
close connection. 


* A preliminary report on a survey conducted under the supervision of a sub- 
committee appointed by the Committee on Public Health Relations of the New 
York Academy of Medicine and consisting of the following members: Dr. 
James Alexander Miller, chairman; Dr. Robert L. Dickinson; Dr. George H. 
Kirby; Dr. Frankwood E. Williams; and, ex officio, Dr. Charles L. Dana and Dr. 
E. H. Lewinski Corwin. The report is published here by courtesy of the Journal 
of the American Medical Association in which it first appeared. 


541 










































542 





MENTAL HYGIENE 





Psychotherapy is demonstrating the need for a more 
thoughtful consideration of Plato’s ideal ‘‘mens sana in cor- 
pore sano’’ in the treatment of all disease conditions, and in 
a general way the interrelation of mind and body is recog- 
nized. But with regard to religion, a most vital aspect of 
mental life, opinion is decidedly divided. 

A part of this particular study included gathering opinion, 
from a more or less unselected group of physicians, concern- 
ing the value of religion as a therapeutic agent as judged by 
their experience with it in practice. Comparatively few had 
found it practical or had had sufficient experience to warrant 
expressing an opinion. Of those who had had experience with 
it, some reported favorably, some unfavorably. The same was 
true in the case of those who expressed opinions on the basis 
of a theoretical consideration of the question. 

Yet Plato’s ‘‘mens sana’’ apparently meant something 
more than a ‘‘sound mind’’ as it is commonly translated, and 
as psychotherapy ordinarily interprets it. He* says: ‘‘The 
office of the physician extends equally to the purification of 
ts mind and body. To neglect the one is to expose the other to 
Bt evident peril. It is not only the body which, by sound constitu- 
- tion strengthens the soul, but the well-regulated soul, by its 
authoritative power, maintains the body in perfect health.”’ 
| To-day, medicine, freed from the church, appears to have 
fi left the care of this much disputed soul of man to the care of 
) theology. Theology on its part has made little of the body. 
Some historians even contend that for about 1,500 years the 
church and its authorities were a hindrance to the progress of 
science, and that although Christ emphasized healing of the 
f body in his ministry, during the Middle Ages especially, his 
A followers became so perverted in their thought that they 
brought about untold damage to the healing art, at a most 
important period of its development, through their tragic 
undervaluation of bodily welfare and overestimation of spir- 
itual values. 

The church, however, has gone through radical changes 
since that time. There are those who believe that even now it 


1 Plato, quoted by G. G. Atkins, in Modern Religious Cults and Movements. 
New York: Fleming H. Revell Company, 1923. P. 98. 
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is experiencing a sort of continuous and gradual revolution, 
destined to emerge with a reversal of its former attitude 
toward science. Instead of looking on it as a rival, the church 
is beginning to welcome science as an ally and is seeking its 
aid in solving the problems that confront organized religion 
to-day. 

Science, on the other hand, is said to be becoming less 
material, less convinced that the universe can ultimately 
be explained in terms of matter, and more ready to enter 
speculative fields. 

As problems become mutual, all tend to meet in the course 
of their search for truth. And so it is with medicine and reli- 
gion in relation to the present problem. We are not concerned 
with the differences between religion and science, the science 
or art of medicine in particular, but with what each can con- 
tribute to an impartial investigation of a mutual problem— 
namely, the relation of religion and health, as demonstrated 
in certain modern religious-therapeutic practices. 

In order to comprehend the situation fully, it is necessary 
first to consider the theories and practices involved in the 
activities of certain cults, not within the church, which include 
healing in their purpose and give their systems a religious 
setting. 

Then we must consider the work of individuals and institu- 
tions not especially organized for religious work, but making 
religion an essential element in the methods they use to read- 
just patients of various types who are under their care for 
that purpose. 

We come finally to a consideration of work within the 
churches. This includes organized efforts to introduce heal- 
ing as a function of religion, less direct efforts at religious 
therapy on the part of individual members of the clergy, and 
certain types of medical work carried on in established rela- 
tionships between clergymen and physicians. To complete the 
picture, we call attention also to health work along more ordi- 
nary lines and the general facilities available for health work 
in churches. 

The problem is of such complexity that it will be fully com- 
prehended only through a most intensive study carried on 
with mutual understanding, mutual codperation, and mutual 
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desire to solve the questions involved. This is a matter for 
the future. Under the circumstances, the present study consti- 
tutes only a preliminary survey of the field, and my purpose 
in this paper is merely to indicate the scope of the problem, to 
formulate conclusions so far as conclusions can be formulated 
at this stage, and to present what material I have been able to 
glean, as a basis for the formation of plans for a more ade- 
quate investigation of the entire situation. Subsequent papers 
will report the results of further study. 

The survey has served to establish the fact that the problem 
is very complex and that it will repay further investigation 
both because of its possibilities for good and on account of the 
obvious necessity of preventing evil developments. Since the 
movement is world-wide, it was necessary to localize this par- 
ticular survey, in order to make it practicable. It has, there- 
fore, been confined largely to movements that have active 
centers in New York. A perusal of the literature on the sub- 
ject will readily verify the fact that what is reported here is 
typical of what may be found throughout the country. 

Its importance may be judged from the fact that the Church 
of England, after a study of the problems presented by the re- 
ligious-healing movement, carried on over a period of three 
years, has appointed a permanent committee of prominent 
physicians, clergymen, and psychologists to act in an advisory 
capacity to the church with regard to the matter, and in Amer- 
ica the Episcopal Church has also appointed an advisory com- 
mittee, consisting of physicians, clergymen, and laymen. 
There is no doubt that the movement is on, and on in earnest. 


INDEPENDENT MOVEMENTS 
CHRISTIAN SCIENCE 


The most highly organized modern ‘‘faith cure’? movement 
is admittedly Christian Science. This cult is said to comprise 
about 1,500,000 members. According to the statistics pub- 
lished in the Christian Science Sentinel’ following the annual 
convention of the Christian Science church in June, 1925, the 
work founded by Mrs. Mary Baker G. Eddy, about 1870, is now 
being carried on by 7,220 recognized practitioners. Efforts 
1 Christian Science Sentinel, June 13, 1925. 
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are being made to secure nurses who will pledge themselves to 
faithful codperation with practitioners, and there are now 216 
on/register. In the course of the year, 1,600 patients were 
treated at the newly established Christian Science sanatorium. 

During the year, 3,257 public lectures on the teachings of 
Christian Science were given. Of these, 312 were given in 
foreign fields. The total public attendance at these lectures 
was 2,580,160 people. 

The yearly receipts of the mother church were $1,075,496.33. 
Besides this there were gifts to the ‘‘special fund’’ amounting 
to $468,218.89; to the ‘‘relief fund’’, $202,103.07 ; to the ‘‘ ben- 
evolent fund’’, $430,384.98; and to the ‘‘permanent fund’’, 
$17,868.08. So firmly is this movement established, both 
financially and in numbers, that its authorities were able to 
obtain property for it in the vicinity of the mother church in 
Boston valued at $1,305,755.47 with only $200,000 invested in 
cash. 

Christian Science is primarily occupied with the problem of 
treatment. Students of philosophy and of religion harshly 
criticize the philosophical and religious setting which has been 
given to Mrs. Eddy’s theories and do not recognize Christian 
Science either as a philosophy or as a religion. 

In 1862, Mrs. Eddy, a confirmed neuropath,' who had been a 
more or less helpless invalid since her early childhood, went to 
Portland, Maine, to consult one Phineas Parkhurst Quimby, 
who, though only a watchmaker by trade, had built up a rather 
elaborate ‘‘mind cure’’ based on the theories held by the 
French ‘‘animal magnetists’’ of that time. Quimby’s interest 
in these matters was aroused by the lectures and teachings of 
a magnetizer named Charles Poyen, who visited the United 
States about 1840. 

After a few treatments by ‘‘Dr.’’ Quimby, Mrs. Eddy ap- 
peared to be completely well. She was convinced that he had 
cured her of paralysis which, she believed, had been due to 
a lesion of the spinal cord. After her cure, she devoted her- 
self to the study of Quimby’s methods and teachings, and 
Christian Science is the outcome of her study. Her first publi- 
cation was copyrighted in 1870, and in 1875 she published 


1 Psychological Healing, by Pierre Janet. Translated by Eden and Cedar Paul. 
New York: The Macmillan Company, 1925. Vol. I, pp. 55 et seq. 
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Science and Health, which contains the authoritative creed of 
the organization. Science and Health with Key to the Scrip- 
tures is the complete title of this book as it now appears. Mrs. 
Eddy devoted the rest of her life, until her death in 1910, to 
the advancement of Christian Science through her writings. 

Certain other students of Quimby accused the founder of 
Christian Science of having deliberately stolen the material 
for her own publications from some of their teacher’s unpub- 
lished manuscripts with which she was familiar. These, like 
Mrs. Eddy’s, were curious mixtures of ideas gleaned from the 
Scriptures, spiritualism, clairvoyance, treatises on disease, 
happiness, wisdom, science, and the arts. Mrs. Eddy indig- 
nantly denied any plagiarism, and, apparently quite unmind- 
ful of the now accepted theories concerning such phenomena, 
claimed that her work was more than original in that it was 
accomplished by divine inspiration, some of it produced by 
automatic writing. 

The main tenets of her teachings are to be found in Science 
and Health with Key to the Scriptures. The basic maxims 
are :* 

1, God is All-in-all. 


2. God is good. Good is Mind. 
8. God, Spirit, being all, nothing is matter. 


To the Christian Scientist, ‘‘matter is nothing beyond an 
image of mortal mind’’. ‘‘ Disease, death, evil, sin deny good, 
omnipotent God, Life.’’ Nothing is real and eternal, nothing 
is Spirit, but God and His idea. ‘‘Evil has no reality . . . it 
is simply a belief, an illusion of material sense.’ Sickness 
is ‘‘error’’. 

The ‘‘scientist’’ treats himself with these thoughts. He 
believes that pessimism leads to weakness, optimism to power. 
If he is ill, his self-treatment consists in dwelling on those 
parts of Mrs. Eddy’s teachings which are appropriate for his 
condition, devoting his entire conscious activity or passively 
giving himself up to steadfast denial of the reality of the 
‘‘error’’ to which he may temporarily be subjected. This is 
varied with prayer, audibly expressed or silent, and affirma- 
tions of goodness. 


1 Science and Health, p. 113, lines 16, 17, and 18. 
2 Quotations from Science and Health with Key to the Scriptures. 
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If unable to treat himself, he calls on a practitioner, who 
may help him either by absent or personal treatment. Absent 
treatment does not require that the practitioner shall see the 
patient. He may be apprised of the patient’s need by tele- 
phone, telegraph, or other communication, and carries on 
treatment wherever he may be. Some practitioners and some 
patients state that they are so em rapport that no material 
communication is necessary to apprise the practitioner of the 
patient’s need, and the patient, as through telepathy, becomes 
aware that the practitioner is meeting his need. The patient 
need merely place himself in a receptive attitude, and healing 
will follow as a matter of course. 

When the practitioner treats a patient in person, efforts are 
made first to bring about the proper attitude of mind in each. 
The practitioner directs his efforts toward placing the patient 
en rapport with and under the control of the Divine Mind. All 
else must be banished from his mind. The patient must relax 
and banish all fear and misgiving, expect to be healed, and 
maintain a passive, receptive attitude. 

This attitude is brought about largely by pezsuasion in the 
case of new patients, but the adept is trained to assume it with 
little difficulty. Treatment proper consists of reading or quot- 
ing suitable passages from Mrs. Eddy’s writings, meditations, 
repeated denial of the reality of the patient’s symptoms if he 
is being treated for health, with affirmations of health, per- 
fection, goodness, and suitable prayers. The treatment may 
be silent, audible, or partly silent and partly audible, and may 
vary in length of time from a few moments to several hours. 
The fee for service is as a rule on the basis of free-will offer- 
ing, with a tacit understanding that it shall be in proportion to 
the patient’s means and the service rendered. 

No medical help is permitted beyond attention to ordinary 
hygienic measures, and in her earlier teachings Mrs. Eddy de- 
liberately enjoined against even these. A practitioner is not 
permitted to treat a case unless the patient has chosen be- 
tween his ministrations and those of the medical practitioner. 
Most practitioners demand that the patient himself shall de- 
sire and ask for his services, but some still consent to attempt 
winning the individual at the request of others interested in 
him, however resistive the patient himself may be at first. 
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For no ailment is definite diagnosis previous to treatment 
considered necessary, nor is evidence of cure demanded be- 
yond the patient’s testimony. To avoid difficulty from the 
legal point of view, a physician is called in if death appears 
imminent. Christian Science practitioners are not required 
to have medical training, nor is there an academic require- 
ment of any sort, beyond the acquisition of certain founda- 
tions in the technic of Christian Science treatment and per- 
sonal qualifications satisfactory to the Christian Science 
authorities, by whom they are officially recognized. 

The Christian Scientist places great emphasis on the effect 
of suggestion in general. He has an almost superstitious ab- 
horrence of any negative thought, making a practice of banish- 
ing at once every idea of disease, misfortune, unhappiness, or 
‘‘error’’ of any sort. He does not wish people even to men- 
tion them in his presence. He endeavors to create for himself 
a cheerful, pleasant, happy environment and to think only 
positive, constructive thoughts. The practitioner makes a 
point of demanding a cheerful atmosphere and the creation of 
‘*harmony’’ in the sickroom. 

Besides attending their regular church services on Sunday, 
treating themselves or taking treatment from practitioners 
when in ‘‘error’’ of one kind or another, and attending mid- 
week experience meetings at which they may bear public wit- 
ness to the help they have received through the application of 
Christian Science in the pursuit of health, wealth, and happi- 
ness, the followers of Mrs. Eddy, if they are faithful, spend 
time in the daily study of her ‘‘word’’. A daily lesson based 
on the study of Science and Health with Key to the Scriptures 
is provided for this purpose. 

A well-organized bureau supervises the publication of 
Christian Science literature. Lectures and other publicity are 
carefully planned. Two publications edited with Christian 
Science principles in mind—the Christian Science Monitor, a 
daily newspaper, regarded by many as one of the best dailies 
in the country, and a weekly, the Christian Science Sentinel— 
have a wide circulation among the general public. 
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JEWISH SCIENCE 


Similar to Christian Science, but of more recent origin, is 
Jewish Science,’ founded by Rabbi Morris Lichtenstein. New 
York has several active Jewish Science centers, including a 
prayer clinic. 

‘‘Jewish Science prayers’’, says Rabbi Lichtenstein, in 
Jewish Science and Health, ‘‘are always answered.’’ Further 
quotations from the same source make clear the similarity 
between this cult and others of the same nature. The methods 
advocated are typical. 


How to Pray.—‘ The Divine Mind communicates with the human mind 
through the imagination. 

‘* A prayer, therefore, should be offered in the form of a mental image. 
Man must visualize the thing he desires, he must use his imaginative 
powers to form his petition in terms clearly outlined in his own mind. 
The profound concentration of attention and thought which this form of 
prayer requires fills also the heart with deep earnestness and devotion. 
Man must pray whole-heartedly as well as whole-mindedly; he must believe 
in his heart that his well-being depends completely upon his prayer. 

**In these mental prayers there should never be formed any negative 
images . . . one should see with his mental vision only the state in 
which he desires to be . . . he must keep the image alive and fresh, 
which means that this image prayer be frequently repeated, each time 
with greater clearness and with deeper devotion. The mind ‘ 
must be free from doubt and hesitation and should sincerely expect a 
response to its supplication. The answer will not fail to come. 

**One must first of all put himself into a calm state of mind 
must free himself of all distressing thought and unpleasant fecling 

> become serene and thus attuned to the Divine Mind. Serenity 
caamet be achieved without bodily relaxation. Therefore one should 
relax completely, put himself perfectly at ease, feel no discomfort, then 
close his eyes and offer his prayer with the imagination. Gradually and 
with concentrated effort, the mind will succeed in presenting its prayer. 

**Should the petitioner find himself unable to visualize his supplication, 
he may bring words to his assistance and offer his petition in the form of 
an affirmation. An affirmation is a prayer offered to the Divine Mind in 
affirmative terms. When one suffers from unhappiness, he affirms, 
‘The Divine Mind in me expresses itself in happiness.’ When one is 
steeped in despondency, he affirms, ‘I am filled with Divine hope and 
cheer.’ In this as in the other method of prayer—that of the mental 
image—the mind of the supplicant must be attuned to the mood of the 
Divine Mind. . 6 

**In both methods of prayer, the visualized and the affirmative, the 
supplicant must realize fully that he is declaring his desires to the Divine 
Mind and that his prayer will always be fulfilled. . . .’’ 

Healing.—‘‘ The greatest gift in man’s possession is health. 


1See Jewish Science and Health, by Morris Lichtenstein. New York: Jewish 
Science Publishing Company, 1925. 
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Because health is natural to man he need not exert himself to attain it; 
he need have only a care to preserve it. Health can best be preserved 
and life prolonged by following faithfully the precepts of Jewish 


Science. We say: ‘Live serenely . . . avoid unwholesome excite- 

ment . . . live peacefully, and avoid anger . . . live cheerfully, 

avoid moroseness . . . be contented, avoid envy . . . love every 

one, hatenoone . . . be hopeful, courageous, never worry, never fear 
above all trust God at all times . . . wholeheartedly 

with all your soul . . . your might . . . and you will come to 


know that your life is inherently a part of his essence and that your 
mind, therefore, is not made to be a harbor of destructive influence, nor 
your body a place of refuge for pain and suffering. . . .’”’ 

‘*A prayer for health is offered in a manner akin to the prayer offered 
for any other need . . . consists of two parts: first, the visualization 
of divine giving and then of man’s receiving; first, the process of heal- 
ing; second, the state of health restored through that process. 

**Tf any particular organ of the body is affected, the affirmation must 
deelare that health is saturating it, obliterating all defection and suffer- 
ing. . . . If the heart is affected . . . affirm, ‘The stream of 
Divine Health is flowing into my heart, filling it with abundant health. 

.’ This formula may be modified to be applied also when the ail- 
ment is in the lungs, digestive organs, liver, kidneys . . . any part 
of the body, care being taken to name the given part distinctly. As in 
all prayer, relaxation, freedom from strain and distraction is cautioned. 
The author further directs, ‘Repeat the affirmation a number of times, 
slowly, without the urge of making many repetitions, but rather with 
concentration and emphasis on each word.’’’ The prayer should occupy 
about fifteen minutes. 


Directions are also given for prayers for others, with the 
patient either present or absent. 


‘*The method of praying for others is akin to that of praying for one- 
self. Both the ailing and the one who prays enter into deep silence. 
They both relax completely, eliminating all tension from body and mind. 
They both close their eyes; but while the mind of the patient becomes 
perfectly passive and inactive, that of the supplicant becomes awake and 
active. He must visualize the patient as the recipient of God’s Bless- 
ing.’’ This prayer should also last fifteen minutes. 

‘*A prayer for help may be offered either in the presence or absence of 
the ailing and distressed . . . it is essential that the prayer in the 
absence of the ailing should be offered in the same manner and with the 
same devotion as a prayer offered in his presence . . . first visualize 
him as present . . . seated opposite .. . relaxed .. . have 
a clear impression of his appearance . . . having previously obtained 
knowledge of his abode, name, approximate age . . . general appear- 
ance . . . and if possible procure a likeness. The necessary part of 
the absent prayer is the identification of the one prayed for 
mention name and location at outset of petition. It is best that the 
ailing one should be aware of the fact that some one is offering prayer 
for his restoration . . . more advantageous that he be informed of 
exact hour that prayer is to be offered and that during that period he 
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elose his eyes and place himself in a state of perfect ease and relaxation 


. . « think of Divine Healing permeating him, restoring to perfect 
health.’ 


** After each prayer’’, the author states, ‘‘definite changes 
for the better will take place in his condition; pain will become 
less intense each time, strength will supplant weakness, hope 
will replace despondency, and well-being will be regained.”’ 


NEW THOUGHT 


As a matter of fact, the term New Thought covers the teach- 
ings of all the modern healing cults, including Christian Sci- 
ence, Jewish Science, and those still to be discussed. More- 
over, the ‘‘thought’’ is as old as philosophy itself. Its modern 
advocates differ only in the manner in which their systems 
present it. As the systems become more highly organized, 
they tend to form separate cults and to work more or less 
independently, although many, if they qualify, become mem- 
bers in some such organization as the International New 
Thought Alliance or other centralizing agency. However, 
none of the other New Thought movements are as unified as 
Christian Science, a product of the same parent stem. 

The entire movement in this country may be traced to the 
revival of transcendentalism which took place in New Eng- 
land in the early part of the nineteenth century. Contem- 
porary thought at that time went through an upheaval under 
the influence of a keen interest in Neo-Platonism, with its 
attendant renewal of interest in mysticism, idealism, and par- 
ticularly the idea of an immanent God. 

In 1830 there was formed a rather loosely organized 
‘*Transcendental Movement’’, largely composed of the fol- 
lowers of such writers as Emerson, Channing, Ripley, Mar- 
garet Fuller, Brownson, and Hedge. Emerson’s essay on the 
**Over Soul’’ gives the essence of this movement, a combina- 
tion of the influences of the Orient and ancient Greece. 

This has been passed on to New Thought, and to it has been 
added the influence of the so-called ‘‘ New Psychology’’,’ which 

1This should not be confused with the term ‘‘New Psychology’’ as used in 


more scientific circles. It is doubtful whether the more popular form has any 
right to the name. 
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is differentiated from modern empiric psychology by its com- 
parative lack of scientific method and its interest in tran- 
scendentalism, which the latter has left practically untouched. 

Modern New Thought is also influenced by the doctrines of 
Theosophy concerning reincarnation, telepathy, and the like. 

The fundamental principle underlying all New Thought 
ideas is that ‘‘there exists an infinite agd eternal spiritual 
Principle of Being’’* to which are attributed the qualities of 
‘‘omnipotence, omniscience, omnipresence’’. 

‘*This Principle of Being is regarded as Pure Spirit. . . 
the essence of Spirit being Mind... . The Principle of Being 
is spoken of as Universal Mind. Its substance is regarded as 
Mental Substance. Its power is regarded as Mental Power. 
From this arises the statement that ‘All is Mind’, including 
the manifestations, emanations or expressions of Mind.”’ 

Furthermore, ‘‘this principle of Being is held to be One and 
one only. There being nothing in existence other than this 
One Principle, the universe must be regarded as necessarily 
an emanation, manifestation, or expression of the One Prin- 
ciple of Being. There is nothing else for us to be. Moreover, 
the One Principle of Being must be immanent in everything, 
in different degrees of expression and manifestation.’’ 

Thus, if we are ill, unhappy, unsuccessful, it is because we 
are not manifesting this ‘‘Power Within’’, and it behooves us 
to take steps to put ourselves ‘‘in tune with the Infinite’’. 
This may be accomplished, according to some New Thought 
teachers, by simply relaxing, thus removing the inhibitions 
from the flow of energy stored in the mind. Others believe 
that the mind is influenced by the Infinite Mind and, by making 
it receptive, energy from without flows in to satisfy whatever 
need is present. Some compare the individual mind to a radio 
instrument. Its function is to receive energy radiating from 
the Divine Mind. Tuning in is a process of controlling the 
vibration rate of the receiving instrument that it may pick up 
the vibrations from the Infinite. 

Ptactically all are agreed that the ‘‘subconscious mind”’ is 
either the storehouse of infinite energy or the instrument 
which must be manipulated in order that the individual may 


1 History and Principles of New Thought, by W. W. Atkinson. Holyoke, Mass.: 
Elizabeth Towne Publishing Company, 1915. 
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manifest the qualities of the Infinite Spirit of which he is but 
an emanation. Proceeding on this theory, innumerable meth- 
ods of developing, stimulating, or releasing the forces of the 
subconscious mind, as well as methods of tuning in with the 
Infinite for one purpose or another, are proposed. Thus, we 
find teachers giving lectures followed by private courses and 
individual instruction in such things as ‘‘Concentration’’, 
‘*Relaxation’’, ‘‘How to Manifest’’, ‘‘How to Demonstrate’’, 
‘*Releasing the Forces of the Subconscious Mind’’, ‘‘How to 
Visualize’, ‘‘How to Get Anything You Want’’, ‘‘How to 
Stop Worrying’’, and ‘‘ How to Succeed’’. 

Treatment varies with the school and may consist of relaxa- 
tion with the realization of the desired end in mind; verbal 
treatment with New Thought principles, as expressed by vari- 
ous New Thought writers or passages from the Scriptures; 
meditation; visualization of the desired end, as recommended 
in the case of Jewish Science prayers; active or passive repe- 
tition with attention wholly concentrated on certain New 
Thought formulas, such as, in case one wishes to manifest 
health, ‘‘I am Well!’’ ‘‘lamStrong!’’ Prayer of the affirm- 
ative type also has an important place. 

Music, rhythmic exercises, special types of voice culture, 
‘‘vitalic’’ breathing, cultivation of one’s special talents in 
order to express oneself better, all have their advocates, each 
professing to have a special influence over the latent powers 
that need only be released to emancipate the spirit of man. 
This is sought to the end that one may manifest more abund- 
antly. 

The New Thought student is thoroughly convinced of the in- 
fluence of mind and he therefore ‘‘guards the portals’’ and, 
like the Christian Scientist, allows only constructive thoughts 
to enter. By exercising what he terms his will and imaging 
faculties, he believes that he can accomplish anything he de- 
sires to accomplish. The capacity is either within him, need- 
ing only to be released, or, if he believes that it comes from 
without, he feels that he need only place himself in the proper 
attitude of mind to receive it. The main point to him is that 
it is possible to him if he will but believe it, relax, and permit 
demonstration to take place. 

Relaxation in the case of treatment may involve a compara- 
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tively simple process, consisting of substituting a calm state 
of mind for a more active one and placing the body in a rest- 
ing position, or it may advance through the numerous states 
of lowered tension, varying from mere resting to a condition 
suggestive at least of a deep auto-hypnosis. 

There are some New Thought centers in which the teaching 
includes elements of mysticism. The mystics make a practice 
of entering the silence, communing with the ‘‘cosmic mind’’, 
and so forth. In this state, which is described by them as a 
‘*superconscious”’ rather than an ‘‘unconscious”’ or a ‘‘sub- 
conscious’’ state, the mystic seeks to draw near to the source 
of all power, and through his contact to become imbued with 
its qualities. He believes that it makes him more powerful, 
wiser, and less restricted by the limitations of time and space. 
In this state he has a ‘‘ feeling of the presence’’ of God or the 
Infinite Power, and he returns to a conscious state with a sense 
of renewed energy which he believes he has gained from his 
contact with a higher consciousness than his own. In order to 
be worthy of this communion, he must live a holy life; and it is 
in respect to what constitutes this, as well as in the methods 
they advocate for ‘‘entering the silence’’, that teachers vary. 

We have in New York an active Vedanta society, a Sufi cen- 
ter, teachers of the Yogi philosophy, and various modifications 
of these and other similar systems. 

One of the methods of entering the silence for the realiza- 
tion of anything, including health, as taught by Premel el 
Adaras, president of the Society of Transcendent Science, is 
as follows: 


Taking three candles, place them in the shape of a triangle thus: 


aN 


Now take a crystal (each individual requires a special crystal, accord- 
ing to his date of birth) and place it at 4. Next place some incense 
(this also must be individual) at 5. 

Have no other light except the candles and the glow of the burning 
incense. Sit with limbs folded as in the position indicated in likenesses 
of Buddha. Hold the arms rigidly flexed, forearms parallel with chest, 
hands outspread. Roll the tongue up and place it against the upper 
front teeth. Hold mouth shut, teeth one-eighth inch apart. This is to 
insure passing above the hypnotic into the ‘‘superconscious’’ state. 
Close the eyes. Now maintain this position until the hands are numb. 
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Then look in the crystal and you will see yourself as you want to be, 
well, successful, happy, or whatever your desire may be. After repeating 
this process for seven nights, you will have tuned your mind in on 
Health, Wealth, Happiness, or whatever you desire. From thenceforth 
you need but relax and you will be attracted naturally to the desired end. 


A variation of this treatment for health is to proceed with 
candles, crystal, and incense as.directed above. 

Instead of squatting on the floor or before the table on which they are 
placed, lie down totally relaxed on your bed. Drone slowly and distinctly 
until you fall asleep, the words Om, Mane, Padme, Hum, Om, Oum, 
taking care to allow the ‘‘m’’ sound to resound and cause a buzzing 


sensation direetly above the nose. This will remove all symptoms and 
the patient will awaken refreshed and quite well. 


This procedure is extreme, and less radical New Thought 
teaching does not as a rule promulgate such methods. Relax- 
ation, however, figures largely in all treatments, and the use 
of formulas to be repeated under concentrated attention is an 
important element. Curing disease also is an active part of 
the work. 

Although they do not assume the authority of parting the 
patient from his physician, as do Christian Science practition- 
ers, New Thought practitioners state that the patient is soon 
convinced of the greater efficacy of the new method and leaves 
his ‘‘erutches’’—+.e., medicine, eyeglasses if he wears them, 
and the like, behind. It becomes quite unnecessary for the 
New Thought student to consult a physician. He feels that 
doing so interferes with his progress in his ability to help 
himself, or to be helped by New Thought, because it raises 
doubt in his mind. 

At the last annual convention of the International. New 
Thought Alliance, 10,000 persons were present. It is not pos- 
sible, however, to obtain a reliable estimate of the large num- 
ber of people connected with the New Thought movement, be- 
cause it is so widely scattered. It has centers of one kind and 
another throughout the world. Its literature is very extensive. 
Ralph Waldo Trine’s book, In Tune with the Infinite, one of 
the best known New Thought books, has already been through 
700 editions. The teachings are promulgated through maga- 
zines with wide circulation, lectures—apparently always well 
attended—private courses, and individual instruction. Treat- 
ments are given by practitioners who are as a rule also teach- 
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ers and lecturers. Meetings are for the most part held in hotel 
parlors or lecture halls. There are as yet no organized New 
Thought churches housed in church edifices of their own. 
Prominent among New Thought writers are Ralph Waldo 
Trine, Elizabeth and William Towne, Charles G. Leland, H. 
Emilie Cady, Kate Boehme, George Warton James, Gertrude 
Bradford, and William Walker Atkinson, and there are others 
too numerous to mention. The literature includes almost 
every topic of successful living, with titles such as, How to 
Remake Yourself; How to Cure Yourself; Lessons on Truth; 
You amd Your Forces; Worry, Hurry Cured; Your Will 
Power, How to Develop It; and Health and Wealth from 
Within. 


DIVINE SCIENCE 


Strictly speaking, while merely another type of New 
Thought, Divine Science stands out by itself. Its teaching is 
somewhat less complex, although there is a tendency for Di- 
vine healers to build up systems which are more or less indi- 
vidual and dependent on their personal convictions. The 
fundamental teachings are comparatively simple. 

1. God is good and wishes only good for his creatures. 
2. Disease, unhappiness, misfortune are of man’s own making. 
3. God will cure man and show him how to overcome all difficulties 


if man will but follow God, believing in his omniscience, omnipotence, 
and omnipresence. 


Treatment of a sufferer consists in persuading the individ- 
ual of these facts, especially of raising in him the belief that 
God will cure him if he asks him to do so. This may be accom- 
plished through conversation or reading of appropriate Serip- 
ture passages. When faith has been firmly established, the 
patient’s state of expectancy is further enhanced by earnest 
prayer of an affirmative nature. This is not attempted until 
relaxation has been accomplished, and until full codperation 
on the part of the patient has been secured. Prayer is usually 
followed by ‘‘laying on of hands’’. This consists of placing 
» the hands on the head of the patient. = 
To certain healers who believe themselves imbued with mag- 
netic powers, this is a most important part of the treatment 
and must be carried out by a more or less elaborate technic 
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with regard to position of the hands and attitude of the healer, 
in order that the flow of power from healer to patient may be 
facilitated. Others ridicule this idea. 

New York has seen many such Divine healers, notable 
among them Francis Schlatter, Bradley Newell, John Alex- 
ander Dowie, and more recently James Moore Hickson. The 
Middle West still has several settlements established by 
Dowie. In New York are three active centers carrying on the 
work founded about 1919 by the late John Murray. 

The followers of Murray believe that the mind forms the 
patterns for conditions in the physical body, and they guard 
their thoughts accordingly. They try to follow the teachings 
of Christ as interpreted by the founder of Divine Science, as 
the movement is known. In this way, they learn to think 
rightly and their welfare is accordingly influenced. They be- 
lieve that they can dispense with medical help. 

Those who have followed Mr. Murray in the leadership of 
the movement continue to teach and to heal. Besides work 
with individuals, they carry on daily public healing services. 
These consist of a short address by the leader, including a dis- 
cussion of some appropriate Bible text, prayer, and a ‘‘treat- 
ment’’. The leader reads or recites a given passage from the 
Scriptures or from Mr. Murray’s writings, while the listeners 
close their eyes and relax. This is usually followed by affirma- 
tive prayer. The work is supported by free-will offerings and 
the sale of Mr. Murray’s numerous writings. These meetings 
are well attended, and the movement has hundreds of loyal, 
enthusiastic followers. The mention of Murray’s name in 
other New Thought audiences frequently brings out consider- 
able applause. 

The best known Divine healer at present in this country is 
probably Mrs. Amy McPherson, who conducts services of a 
revivalistic nature and also does individual work. She is re- 
puted as unusually successful in bringing relief to all kinds 
of sufferers, and is so popular that her followers have recently 
erected a large temple for her in Los Angeles, at a cost of 
$100,000. Mrs. McPherson claims ‘‘cures’’ in 80 per cent of 
the cases she treats. 
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SCIENTIFIC CHRISTIANITY 


Christianity to some is distinctly a healing movement. Ap- 
plied Christianity, they believe, is capable of removing every 
difficulty in the world. Especially is it applicable to physical 
disease. Christ preached faith, and those who apply the Gos- 
pel teachings to the healing of the body lay stress on this 
mental state. They have developed systems by which the 
patient’s mind becomes imbued with the idea that by com- 
munion with God he may be healed, and they also teach meth- 
ods by which this communion may be effected. The material 
used to develop these ideas is taken from the Scriptures and 
from the writings of various New Thought authors. The sys- 
tem usually consists of daily reading along these lines, medi- 
tation on certain appropriate thoughts, relaxation, and 
affirmative prayer. Treatment consists of relaxation, reading 
or listening to an appropriate passage of Scripture, affirma- 
tion, or silent prayer. 

The most highly organized movement of this nature is 
Unity, Scientific Christianity. Kansas City is the headquar- 
ters for this movement. It publishes a magazine called Unity, 
which has a circulation of about 185,000. This contains news 
of interest to the various centers, which are established 
throughout the country in the form of prayer groups, discus- 
sions of the teachings of the gospels as interpreted by the 
leaders of the movement, testimonials of results obtained by 
various members through the application of their principles, 
and other matter. Lecturers are sent out from headquarters 
to organize guilds in communities, and a prayer service is 
maintained at the larger centers. It is said that through its 
literature, lecturers, guilds, practitioners, and prayer service, 
the Unity Society reaches from three to five million people 
yearly. 

The following testimonials, quoted from recent issues of 
Unity, indicate the type of response to the prayer service pro- 
vided at the Kansas City headquarters: 


Peoria, Ill.—I am thankfal to you for the healing of my son. His arm 
was suddenly and completely healed. He did not know that I had writ- 
ten to you for help.—Mrs. W. ©. H. 
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Cleveland, Ohio.—I wrote you asking that I might be healed of diabetes 
and gallstones. I am thankful to say that I have been healed.—Mrs. 
M. B. 


Lorraine, Kan.—Our daughter has had an operation and the doctors 
said that she could not live. I asked Jesus to heal her, and I sent a 
telegram to Unity. She began to improve immediately. The doctor said 
that her recovery was a miracle. I thank God that she is alive and well 
to-day.—Mrs. W. E. B. 

PROSPERITY 


Kansas City, Mo.—I wrote you asking for prayers to assist me in 
renting vacant apartments. Each day I faithfully held the thought that 
you sent me and all the apartments now are filled —A. L. M. 

East Orange, N. J.—I have made a business connection which has 
promise far beyond any hopes that I entertained when I wrote you for 
prayers. May God bless you in your wonderful work.—©. F. B. 

New York.—Wonderful things have happened since I wrote to you. 
I was then out of work. Now I am in my old position, and have had a 
raise in salary.—M. T. 

MISCELLANEOUS 


Hot Springs, Ark.—Find enclosed $50, my tithe. Your literature has 
helped me more than I can possibly express. There was a dreadful hail- 
storm here and my car happened to be sitting out in the front yard. 
Lumps of ice larger than a hen’s egg fell thick and fast. I placed every- 
thing of mine in the Lord’s hands. None of my property was damaged, 
while all around there were battered roofs, broken windows, and damaged 
cars. I did not forget to thank God for his protection—Mrs. A. W. CO. 


Tithing is the method of reimbursement used. In a booklet 
published by the Unity Society entitled Tithing, an interest- 
ing history of this method is given from the time of its appear- 
ance in the Mosaic law. From the earliest times it has been 
the custom for those who observe tithing to give 10 per cent of 
their possessions to the Lord, and it is a matter of common 
belief that those who do this will prosper. 

The eastern representative of the Unity Society is Mr. 
Richard Lynch. Mr. Lynch was himself an invalid for the 
greater part of his life until he discovered how to heal through 
applying the methods which he now teaches. He talks to large 
audiences almost daily. The topics of his lectures include 
such subjects as health, happiness, prosperity, character for- 
mation, and personality. Mr. Lynch also carries on some 
private practice in healing, and conducts services attended by 
an enthusiastic following on Sunday mornings. At the regis- 
tered class lectures, Mr. Lynch’s audience usually numbers 
from 300 to 500 people. He started in New York with only 
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six people, three years ago. There are ten registered practi- 
tioners connected with the New York headquarters, and an 
emergency prayer service is also maintained there. Followers 
of this school, after a short experience with the success of its 
methods, prefer them to those of medicine, and voluntarily 
dispense with the latter in order to strengthen their faith. 
But Unity practitioners, like all New Thought practitioners, 
do not demand that they do so, and do not withdraw their 
services if the patient wishes to consult a physician as well. 


VARIOUS OTHER SIMILAR MOVEMENTS 


New Thought and Christian Science are types of the same 
idea expressed in somewhat different ways, though by 
methods fundamentally similar, however different they may 
be in detail. Christian Science represents what is known as 
an ‘‘absolute’’ system, while most New Thought movements 
represent a comparatively ‘‘relative’’ system. There appear 
to be innumerable other systems more or less like the one or 
the other in that they are more ‘‘relative’’ or ‘‘absolute’’ in 
nature. They differ in their method of treatment, some treat- 
ing ‘‘silently’’, some ‘‘audibly’’, some making their appeal 
through excitation, others through relaxation. 

One of the most extensive movements using excitation and 
audible treatment is the Rawson school, founded by the late 
F. S. Rawson in 1919. His work is being carried on by more 
than a hundred practitioners in this country, who treat for 
success, happiness, and health by a system consisting of 
vehement negation of the undesirable and affirmation of the 
desired. By attuning his mind in this way, the individual is 
enabled to ‘‘manifest’’ and to ‘‘demonstrate’’. It is said by 
Rawson followers to be the highest system of thought, and 
they are enthusiastic in their declarations as to its prac- 
ticability. 

In the philosophy of Burnell, we have a system of absolute 
thought. The follower of this system of philosophy and 
thought meditates on such axioms as these: 

I know that I am because I cannot say I am not. Therefore Being or 
Is-ness, or Consciousness, or Self, must be Truth. 


Truth is that which Is, and as there eannot be that which is not, 
therefore that which is, or Truth, must be all there is. 
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The individual becomes conscious of truth, perfection, 
cosmic consciousness. His mind, comprehending perfection, 


reflects perfection; and, even as his mind, his body becomes 
perfect. 


SPIRITUALISTS 


The spiritualist movement has a firm hold in New York. 
There are said to be many smaller circles which meet in 
private homes and there are at least twenty comparatively 
well-organized societies whose services are advertised in the 
Sunday newspapers as open to the public. Attendance appears 
to vary from about fifteen to one hundred people, depending 
on circumstances. Healing is frequently a part of the services, 
and some of the church ‘‘pastors’’ give private consultations. 

It is believed that sickness is due to demoniacal possession, 
and the purpose of the healing service is to drive out the evil 
spirit. This can be accomplished in various ways. 

The individual himself may so conduct his life that the evil 
spirit will of its own accord depart, since all evil spirits 
succumb when faced in the name of Christ. Or a group of 
individuals, gathered to worship the greatest spirit, God, may 
thus invite beneficent spirits, who will overcome the evil spirit 
and cause him to depart. 

Another method consists in availing oneself of the services 
of a medium, who, being guided by the spirits of certain de- 
parted ones who were authorities on this earth, goes into a 
trance during which he or she lends his or her body to these 
spirits that they may speak to the patient and advise him what 
to do. 

Still another method is that used by Titus Bull, M.D., a 
colleague of the late Professor Hyslop, who believes that it 
is possible to demonstrate that certain types of insanity are 
due to the presence of evil spirits. Dr. Bull is using a medium 
in his practice. His method is to transfer the evil spirit from 
the patient to the medium and to educate it by persuasion. 
This is accomplished through long conversations, sometimes 
taking the form of serious debates. The doctor is guided in 
his work by the spirits of a group of famous scientists. He is 
thoroughly convinced that exorcising a demon results only in 
passing it on, and has therefore followed the educational 
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method in his practice, for by educating the evil spirit his 
influence for evil may be overcome once and for all. 

Exorcising is a more common method. I witnessed a series 
of healing services at a certain Negro church in which this 
method was used amid considerable emotional demonstration. 
It consists of performing certain mesmeric passes in order to 
gain control over the spirit, and then commanding it to depart. 

It is considered necessary for those who would be successful 
healers to live lives of great self-denial and saintliness in 
order that they may command evil spirits and that these 
spirits may have no power over them. The patient also must 
take heed to his morals in order that he may be completely 
cured and remain well. He must make himself an unsuitable 
host for an evil spirit. 

If a person is sufficiently saintly, it is believed that evil 
spirits vanish at his approach, and he may effect instan- 
taneous cures in some cases by merely touching the sufferer. 
Dr. Bull states that he is forced to make all sorts of sacrifices 
in order to maintain his power. He also states that he is able 
to cure certain conditions by placing his hands on the patient. 
However, he is using the medium and taking notes on the 
exact details of the procedure in most instances in order to 
perfect the method for the use of others who may wish to use 
it and to obtain recorded data on which he hopes to base 
proof of his contentions. 


THEOSOPHY 


Certain forms of Theosophy include healing in their 
services. The method may be that of the spiritualists or it 
may make use of telepathy. In the latter case, it is believed 
that the patient is helped by the concentration of the thought 
of all those present. Each attempts to realize health for him. 
The patient himself assumes a rather passive attitude and 
believes himself to be the recipient of power thus directed to 
him. 

Neither Theosophy nor Spiritualism, however, deals with 
health primarily, nor are these societies definitely organized 
in any way for that express purpose. Nevertheless, many of 
their members believe that they are benefited ‘through such 
healing services, and seek such help from their leader or 
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fellow members when they are ill. Compensation is on the 
basis of free-will offering, as a rule, although among the 


spiritualists there is a minimum charge of fifty cents in some 
cases. 


RELIGIOUS HEALING BY INDIVIDUALS 


This completes the discussion of organized movements inde- 
pendent of the church. There is yet to be considered the work 
of certain scattered individuals who are applying religion to 
the readjustment of unfortunates of one type or another who 
come to them for help. Some of these are individuals who 
believe that they have themselves been cured through faith. 
Many of them state that they were invalids or maladjusted in 
some way until religion became a unifying influence in their 
lives. Some have long medical histories, and not a few were 
definitely given up as incurable by their physicians. 

By chance or through the influence of another they have 
succeeded in curing themselves. Their system consists of 
close study of the teachings of Jesus, an attempt to realize 
completely the import of his message, and an effort to live a 
truly Christian life, with all that it implies. With this realiza- 
tion comes a certain release from strain and a willingness to 
cast one’s burdens on Jesus. Earnest prayer enters into the 
treatment of self or of others. Service for others, with its 
attendant joys, comes as a natural consequence of the deeper 
realization of truth. Prayer or relaxation accompanied by 
dwelling on certain ideas that tend to deepen the patient’s 
faith and expectancy of relief act as ‘‘spiritual anesthetics’’. 
Under its influence, pain and other symptoms are said to 
disappear. 

Another type of individual work is that carried on by the 
Reverend Thomas Calvert. Formerly a clergyman in a parish 
near Albany, he has for the last fifteen years been carrying 
on a church mission of healing in New York. Mr. Calvert 
places great faith in what he terms psychanalysis, in which 
he says he has instructed himself since its first appearance, 
and he uses it regularly to uncover his patients’ ‘‘complexes’’. 
By persuasion and suggestion, he then proceeds to reéducate 
the individual, using religion as a basis for the readjustment. 


1 Mr. Calvert died in April, 1926. 
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When medical attention is required, the patient is referred 
to a physician. Mr. Calvert is entirely willing to work with 
physicians, and states that his work is not in any way designed 
to take the place of medical attention when this is needed. 
The mission is supported by donations and by the fees from 
patients. Originally, the plan of free-will offering was fol- 
lowed. It is still followed if the patient is not able to meet the 
fixed charge; but since a less systematic method of meeting 
expenses was found to threaten the support of the work, a 
definite price of $5 for forty-five minutes, $10 for ninety 
minutes, and $15 for 120 minutes has been set. Mr. Calvert 
alone carries on the treatment and devotes his entire time to 
the work. He has many testimonials to the success of his 
endeavors. 

Still another method is that pursued by John D. Quacken- 
bos, M.D., fellow of the Academy of Medicine and professor 
emeritus of Columbia University. He states that he has 
treated in the course of his practice more than 20,000 cases 
of addiction to alcohol, tobacco, or drugs. The method pur- 
sued by Dr. Quackenbos is to induce a subjective mental state 
through the administration of certain drugs, including trional, 
passion flower, and bromide. While the patient is in that 
state, he suggests the elimination of the pernicious habit. 
Dr. Quackenbos feels that when the patient is in the particular 
state which his medication induces, the operator has direct 
access to what may be the spirit, or some mental mechanism 
which is peculiarly susceptible to religious suggestion. He 
is brought to this conclusion because of the nature of the 
rapport established, the ready, response on the part of the 
patient to influence for good, and the tendency to definite 
rejection of evil suggestions. For this reason he uses Biblical 
and other religious material in the suggestions which he intro- 
duces into the mind during his treatments. As a rule, these 
consume two hours. 

Although he confines his practice mainly to the treatment 
of pernicious habits, he has also treated other conditions, and 
in cases of paralysis of one sort or another, for instance, 
where medicine is of little avail, he has witnessed, he believes, 
a marked improvement in control, securing in one treatment 
what it would ordinarily take weeks of reéducation in the 
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waking state to accomplish. So potent, says Dr. Quackenbos, 
is an idea introduced into the mind while in this condition, 
that even the effects of the comparatively large doses of the 
drugs appear to be entirely removed by post-hypnotic sug- 
gestion, and the patient experiences no difficulty in going 
about his regular pursuits as soon as he is brought back to 
consciousness. 

Similar to the work of Dr. Quackenbos, but different in that 
the state of lowered psychologic tension may not be as pro- 
found and is brought about without drugs, is the work of 
certain other individuals outside the medical profession who, 
like the New Thought teachers, usually give public lectures, 
which they follow up with private courses and individual treat- 
ments. These individuals usually call themselves practical 
psychologists, or teachers of metaphysical healing. 


SPECIAL APPLICATIONS OF RELIGION 


Included in the testimony is the work of institutions where 
religion is made an essential element in the reconstruction of 
the lives of certain individuals, 

The late William Gould, who founded Gould Farm, is said 
to have based his entire system on the healing power of 
religion. Mr. Gould believed that there is a definite technic by 
which the spirit may be developed, and with its development 
physical healing follows as a natural consequence. Religious 
discussions, prayer, and service for others enter essentially 
into the routine at Gould Farm. Since Mr. Gould’s death, 
his co-workers feel that there has been a deepening of the 
spiritual life among them which has enabled them to carry on 
successfully in spite of Mr. Gould’s physical absence. 

Deaconess Young reports that her work with wayward 
girls is made possible by the influence of deep religious con- 
viction in her own life, and uses religion as a stabilizing 
influence in the readjustment of those who come under her 
care. 

The Salvation Army and other rescue societies provide 
testimony as to the influence of religion in the conversion of 
all sorts of derelicts, including the alcoholic and the drug 
addict. 
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OTHER ASPECTS OF THE SITUATION 


Besides teachers and practitioners concerned in the organ- 
ized movements and the individual work referred to in the 
preceding sections, there are many others in the field who 
reach the public through magazines and books, correspondence 
courses, phonograph records, and even radio talks. 

Though we have made only a very cursory survey of the 
magazine field, our collection includes some twenty-five or 
thirty magazines with such titles as Now, Truth, Leaves of 
Healing, and the like. Brentano recently had a special display 
of books on this subject, containing works by a hundred or 
more authors. 

One need but consult the advertisements in the Sunday 
newspapers to gather some idea of the activity going on 
every day. There are sometimes as many as twenty or twenty- 
five healing services or lectures on religious healing adver- 
tised among the notices of religious services in any one of 
the Saturday or Sunday issues of the newspapers. Adver- 
tisements in such publications as the Psychology Magazine 
shed further light on the extent and variety of the work. 


In an attempt to obtain material in the way of advertise- 
ment dodgers, advertising lectures, and the like, I have col- 
lected enough to fill more than three large scrapbooks of fifty 
pages each, and this material merely begins to cover the field. 


Mopern Movements WiTHIN THE CHURCH 

Jesus made healing a definite part of his ministry,’ and in 
the Christian Church healing has been carried on more or 
less throughout its history. However, the attempt to intro- 
duce healing systems as a fundamental part of the Christian 
ministry is a comparatively recent development. There is 
now, however, a keen interest in this field and it is rapidly 
gaining ground. Especially in the Episcopal Church do we 
find a systematized effort to develop this work. 


EPISCOPAL CHURCH 
Emmanuel Movement.—The Emmanuel movement was 
established in the Emmanuel Church of Boston some twenty 


1 Tabulation of the miracles of Jesus is given by F. M. Witherill, in his 
Healing in the Churches. New York: Fleming H. Revell Company, 1925. P. 36. 
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years ago by Reverend Dr. Elwood Worcester and Reverend 
Dr. Samuel McComb. Neither had had medical training, but 
both were thoroughly grounded in psychology. The Emmanuel 
Church is still carrying on the work, and at one time it had 
associated with it men of high standing in the medical 
profession. Dr. Richard Cabot especially appears to have 
been interested in this work. When Mr. Worcester and 
Mr. McComb started their work, it was with a desire to do 
something for the physical relief as well as for the moral 
uplift of needy people who came within their reach. The 
work started with a tuberculosis class in which instruction 
was given to sufferers from that disease who lived in the 
tenements and who were unable to go away for treatment. 
They were given general health information and instruction 
on methods designed to help their condition and to prevent 
the spread of the disease to others. 

The scope of the work was broadened by the addition of an 
‘*Kimmanuel health class’’, in which treatment by suggestion 
was a feature. No person was admitted to the class without 
competent diagnosis of the case by a regular physician indi- 
cating that there was no organic disease demanding medical 
or surgical treatment and that the case was one amenable to 
treatment by psychic methods. Morning and evening clinics 
were held, and a weekly-meeting. The daily treatments were 
given in the church. At the weekly meetings, the service con- 
sisted of Scripture reading, prayer, and a short address. 
Topies such as worry, anger, habit, suggestion, insomnia, 
nervousness, peace in the home, what the will can do, and what 
prayer can do were discussed. The work of the Emmanuel 
clinic is now largely confined to drug and alcohol addicts. 
Medical supervision is not now as well provided for as 
formerly. 

Dr. Richard Cabot made a study of 178 cases treated at the 
Emmanuel clinic and reports as follows: In eighty-two cases 
of neurasthenia, seventeen patients were much improved, 
sixteen slightly improved, seventeen not at all improved, and 
in twenty results were not reported. Of twenty-two alcoholic 
addicts, eight were much improved. In other cases of fears, 
fixed ideas, obsessions, and hysteria, about one-fourth of the 
patients showed real improvement. There was also an encour- 
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aging success in the treatment of those addicted to the use of 
drugs, morphine, cocaine, and the like. Sad, discouraged, in 
some cases suicidal patients were helped and put in the way 
of living honorable and useful lives. 

Nazarene Movement.—This movement was established by 
Reverend Henry Blauvelt Wilson of Boonton, New Jersey, in 
1909. Mr. Wilson had formerly been priest in charge of Holy 
Cross Mission in the Ridgwood section of Brooklyn. In the 
course of his work he was frequently called on to comfort his 
parishioners and others in the hospital and in their homes 
when they were sick. He seemed to be particularly successful 
in accomplishing this and he felt that the Gospel message 
which he brought to them played an important réle in the 
recovery of those whom he visited during their illnesses. On 
account of ill health on his own part he was forced to give up 
his work in the city and retire to a smaller parish out of town. 
This he did and shortly afterward he established the Society 
of the Nazarene on the following principles: 

The Society of the Nazarene, founded on the belief in our Lord’s 
continued interest in the health of the body as well as the salvation of 
the soul: requirements for membership: 

1. Belief in the divinity of Jesus Christ. 

2. Belief in the possibility of following his precepts. 


3. Belief in his works of healing and in the perpetuation of their 


power among believers by the use of the sacred name ‘‘Jesus of 
Nazareth’’. 


The original membership was seven persons, all directly 
connected with Mr. Wilson’s family. Mr. Wilson has since 
died and the work is being carried on by Reverend A. J. Gay- 
nor Banks, with headquarters at the House of the Nazarene, 
Mountain Lakes, New Jersey. Membership in the society now 
numbers about 7,000. Its official organ, the Healing Evangel, 
has a circulation of about 6,000. At the Mountain Lakes head- 
quarters is a ‘‘guest house where approved cases are received 
for special care and treatment under spiritual and medical 
supervision,’ a chapel where daily services are held for inter- 
cession and healing, and a training school where leaders may 

1 There is a resident nurse on the guest-house staff, but no physician. Pre- 
sumably medical cases are under the care of their own or local physicians. Plans 


for the future development of the work include more adequate provision for 
medical supervision. 
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receive proper instruction in the work of healing, develop 
such gifts as they may have, and receive spiritual instruction 
and encouragement’’, 

Healing is accomplished through establishing faith that 
Christ still heals as he did when he was on earth, and that if 
his help is sought in the right way, it will be given. Certain 
healers are said to be endowed with a ‘‘gift’’ of healing. Some 
are born with it; others report having become aware of being 
in possession of it after some such experience as the disciples 
had on the day of Pentecost, after which their spiritual powers 
were markedly increased. Mr. Banks does not feel that he has 
been endowed with this gift of healing, but that he secures his 
results through the faith which he establishes in his patients. 
He believes that this state of consciousness results either in 
the removal of inhibitions to the natural healing forces or the 
stimulation of those forces, or that the body is thus condi- 
tioned to receive added strength from an infinite source. In 
individual cases he establishes faith through persuasion in 
personal conferences with the patient, teaching from those 
parts of the Gospel which deal with healing, and hetero-sug- 
gestion with Biblical material and affirmative prayer. He has 
also worked up a quantity of religious material for the patient 
to use after the method advised by Coué—that is, by sys- 
tematic auto-suggestion before going to sleep, immediately on 
waking, and at intervals during the day. 

The activities of the director of the Nazarene movement in- 
clude missions, individual treatments, and intercessory 
prayer. A prayer service for others is held daily for those 
who ask for prayer to help them in any difficulty. The direc- 
tor includes in his prayers the names of all those who have 
communicated their need to him in person or by letter, tele- 
graph, or other means. 

Missions are held in various parts of the country by invita- 
tion from the clergy of the district. Previous to the coming 
of the missioner, the people are prepared through sermons to 
come to the mission expecting physical or spiritual help. The 
latter is considered as important as, if not more important 
than, the former; for although instantaneous or gradual phys- 
ical cures are reported, it is believed that in the majority of 
cases the spiritual cure—that is, the enhancement of the pa- 
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tient’s faith, desire to live a godly life, or ability to make the 
best of his handicaps if they cannot be removed—is the most 
important contribution of this work. It is stated that very 
often the patient’s entire outlook on life is changed for the 
better, although his physical condition may remain the same. 

A mission lasts for several days. Healing services and in- 
dividual conferences are held daily. Any one who is ill or in 
trouble of any kind is welcomed and no one is excluded. No 
diagnosis in the case of physical conditions is required, nor 
has there been any systematized follow-up of the results. It 
is, however, definitely understood that the healing services are 
not intended to interfere with medical attention. 

The services are similar to an ordinary church service, with 
sermon, hymns, and prayers designed to increase expectancy. 
Following the services, all those who wish to do so may go for- 
ward to receive the missioner’s blessing, laying on of hands, 
and anointing with oil. 

These missions are attended by hundreds, sometimes thou- 
sands, and by people suffering from all sorts of disease, as 
well as by those who attend merely for the spiritual uplift 
thus obtained. Interest in this type of service was greatly 
increased by the world-wide tour of the Divine healer Hickson, 
who has just completed a tour of the world under the auspices 
of the Episcopal Church, and Hickson’s methods are being fol- 
lowed rather closely in the work of the Nazarene movement. 
As the healer anoints the petitioner, he addresses him in a 
positive manner, telling him that he will be healed, and that 
from henceforth he must obey God’s laws, that he cannot ex- 
pect to be healed and continue in godless ways, and that he 
shall repent and begin anew at once. 

After the mission has been held in a community, a prayer 
guild is established there to continue with the work. The 
nucleus is made up of those whose interest has been kindled 
by the mission. Regular meetings are held at which prayers 
are said for the members and for others who may ask to be 
helped by the prayers. Such a prayer guild, probably the best 
established of its kind in New York, has been in existence for 
the last seven years in Grace Church. It is reported to have 
accomplished many seemingly miraculous cures as well as to 
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have justified its continuation through its influence on the 
general spiritual welfare of its members. 

The work of the Nazarene movement is supported by mem- 
bership dues, subscription to the monthly magazine, sale of 
other literature dealing with the work, free-will offerings for 
benefits received, and other voluntary contributions. Its pur- 
pose is not to take the place of other religious activity, but to 
make healing through faith a part of the work of the church. 
Nor is it designed to take the place of medicine, but to offer 
an aid to medicine. On the other hand, there is a tendency on 
the part of the leaders of the movement to believe that, with 
proper technic and development of the spiritual nature, more 
material methods may in time be superseded. 

Church Mystical Union.—The purpose of this movement is 
to advance mysticism in the church. It attempts to cultivate 
the soul after the methods of the mystics. The movement is 
well established in England and is now gaining a following in 
this country. Reverend L. W. Fearn, warden of the Church 
Mystical Union, is at present engaged in the advancement of 
the movement in the United States. He holds services in cer- 
tain churches, lectures on religious subjects, and gives private 
consultations. 

Mr. Fearn states that in England he carries on work in co- 
operation with physicians, and says that he has been able to 
assist in the cure of many supposedly incurable conditions. 
He is loth to discuss this part of his work, however, since he 
believes it is only a corollary to his main purpose, which is to 
develop the spiritual nature. He believes that this can be ac- 
complished by a definite technic, including righteous living 
and certain mystical influences. When the spiritual side of his 
nature is developed, the individual becomes conscious of latent 
power of which he was formerly quite unaware, and his entire 
attitude toward life is changed. ‘‘Superconsciousness’’, or 
‘‘eosmic consciousness’’, with its attendant expansive influ- 
ence, is the end in view. 

Mr. Fearn states that he has so developed certain latent 
powers within himself that he is able to diagnose a patient’s 
physical condition by placing his hands on him. He is also 
able to discern the relative degree of potential spirituality 
present in a given individual merely by being in his presence 
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for ashort time. His treatment begins at the level at which he 
finds the patient, and is in accordance with the spiritual poten- 
tiality of the individual. 

Individual Efforts: 1. Group Treatment.—Certain churches, 
since the time of Hickson’s campaign, have continued to hold 
weekly healing services. Chief among them are St. Luke’s, 
Trinity Chapel, Church of the Transfiguration, and St. Mary’s 
Episcopal Church. The attendance at these services varies, 
and the leaders are inclined to believe that the group method 
should be replaced by more individualized work. In the heal- 
ing service, prayer and laying on of hands preceded by a short 
sermon is the usual procedure. 

2. (a) Personal Treatment Primarily for Physical Heal- 
ing.—Certain clergymen who have been especially interested 
in the subject of healing have developed a technic for indi- 
vidual work. This consists for the most part in allowing the 
patient to talk about his difficulties, convincing him of Christ’s 
power to heal, prayer, and in some cases laying on of hands. 
If the case is carried over a long period of time, instruction 
along the lines of Christian living is given. Reverend William 
T. Walsh of St. Luke’s Church, who has perhaps given more 
thought to this subject than any one else not exclusively en- 
gaged in the practice of healing, states that there is in the 
Bible abundant evidence of a very definite technic of healing 
used by Jesus and his disciples. His forthcoming book’ will 
discuss this subject. 

**In dealing with the individual patient’’, says Mr. Walsh, 
‘*the best results are obtained when the patient is in a subjec- 
tive state. When a subjective state has been brought about, 
emphatic, positive suggestion must be given.’’ 

It is necessary for the one giving the treatment ‘‘to be 
quietly, but deeply aware that life in him and life in the patient 
are one manifestation of the ultimate reality in the universe— 
namely, spirit.’’ By spirit Mr. Walsh means ‘‘a reality which 
is not material, such as life’’. ‘‘ When a person is sick, some- 
thing has gone wrong with the ‘life’.’’ He believes that it is 
just as possible to transfuse this ‘‘non-material reality’’ as it 
is to transfuse a ‘‘material reality’’ like blood. The technic 


1 Scientific Spiritual Healing, by W. T. Walsh. New York: D. Appleton and 
Company. 
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by which the one is accomplished must be just as carefully 
developed as the other. 


Mr. Walsh describes a healing treatment as follows: 


SPIRITUAL HEALING IN THE CRISIS OF A DISEASE 


A lawyer was stricken by a severe attack of pneumonia. In due 
course came the crisis, and while it was pending, his wife sent for me. 

On arriving at their home, I asked, ‘‘What does the physician say?’’ 
The answer showed that it was a typical case. The physician had said 
that the crisis might come any time within the next twenty-four hours, 
and that while he hoped for the best, the balance might turn this way or 
that and no one could tell which way it would be. Everything depended 
now on his courage and his fighting spirit. 

When I was shown to the patient’s room, I found him very weak and 
only partly conscious; at least, so it seemed; but I found out from him 
later that he was conscious, but so weak that he could not give evidence 
of it. I sat on the bed beside him and gently stroked his forehead. He 
was restless, so I began to meditate aloud somewhat as follows: 

‘*God says, ‘Be still and know that I am God.’ Look at me and when 
I tell you to close your eyes, they will close and a feeling of comfort and 
ease and peace will come about them. To be still means to relax. Now 
the muscles about your eyes relax and your eyelids close and already 
there is a feeling of ease and comfort and peace around your eyes. 

‘*That feeling of ease and comfort and peace and well-being is going 
to spread all over the body. Now the muscles of your face and neck 
relax, and your head sinks easily and comfortably on the pillow.’’ 

Here I passed my hands over his chest, gently touching him as I con- 
tinued: ‘*Now the muscles about the chest relax and there is a feeling 
of case and comfort and well-being all about your chest and around your 
back. 

‘*There is such ease that you are not conscious of any effort in breath- 
ing. [The patient had been breathing with some difficulty when I 
arrived, but this gradually subsided.] The air is all about you and 
gently enters your lungs so smoothly and peacefully that it is now a 
pleasure to breathe. 

**God speaks to your mind and says, ‘Be still, mind, and know I am 
God.’ So now your mind relaxes and is still. To relax means to let go. 
Your mind lets go of the past. Any doubts or fears that might in any 
wise interfere with the well-being of your body now depart. Your mind 
is still. It lets go of them and they are gone. Anything that you have 
heard or thought about your condition that might interfere with your 
peace or health likewise departs. There is nothing in the past to worry 
you. On the contrary, out of the past come only words of cheer and 
confidence, absolute confidence.’’ 

Continuing the treatment, I said: ‘‘Now your mind lets go of any 
thought about the future that might in any wise interfere with your 
well-being. There is nothing to fear in the future, for it stretches out 
before you like a pleasant way and you pass through it confidently, 
easily, and securely. Your mind is now entirely relaxed. It makes no 
effort. Without any effort you are going to hear and understand every- 
thing I say and no other sound will disturb you. 
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‘*God speaks now to the very soul of you, and says, ‘Be still and 
know.’ The Scripture says we are partakers of the divine nature. We 
partake of the life of God. God is the infinite life in all the world. He 
shares that life with you. God’s life is immortal and you are immortal 
because you partake of the immortal life of God. 

‘God is the infinite power in all the world. You partake of that 
power. Deep within you, beneath body and mind, is the life which 
comes from God. It brings with it the power of God. You partake of 
his strength. Now the divine power manifests itself in the depths of 
your nature. It communicates itself to your heart, and your heart beats 
easily, smoothly, regularly, and irresistibly. Your heart feels such power 
that it knows that nothing can stop it, for the power of God manifests 
itself there. 

‘*God is infinite vitality. You partake of that divine vitality. God 
shares it with you. It communicates itself to your heart, and your 
heart beats with its power. The divine vitality communicates itself to 
your blood. And now as the blood flows through your body the divine 
vitality is manifested in every cell and tissue and organ of your body. 
It takes away all feeling of congestion. It manifests itself in and 
through your lungs, relieving and strengthening. Every cell and tissue 
is now conscious of power and vitality and health and well-being from 
the infinite source. 

‘*God is all courage. There is no fear in God. He shares that courage 
with you. You are partaking of courage from the infinite source of all 
courage. Your heart beats courageously. The blood flows along, bring- 
ing the message of courage to every cell and organ. Gladly they receive 
it. Courageously they do their work of eliminating and upbuilding. 
You are surrounded by courage as by the air you breathe, for in the 
divine courage, in God, we live and move and have our being. 

‘*Even while you sleep you will be breathing in, as it were, life, power, 
vitality, courage, health and strength and peace. When you awake, you 
will be quite renewed.’’ I then laid my hands on his head and chest, re- 
peating the words of the Seripture, ‘‘ They that believe shall lay hands on 
the sick and they shall be healed’’, and the following prayers: ‘‘ Almighty 
Father, according to thy word we lay hands on this, thy servant. May 
he even at this time be conscious of thy power manifesting itself to the 
healing of his body, mind and soul. ‘Now unto Him that is able to do 
exceeding abundantly above that we can ask or think, according to the 
power that worketh within us, unto him be glory in the church by Christ 
Jesus throughout all ages, world without end. Amen.’’’ [Ephesians 
3:21.] 

The next day I was informed that after I left the sick man he had 
his first real rest in some days. I continued to treat him daily for 
about a week, and in due time he was quite restored to health. Toward 
the end of the time I treated him, he said, ‘‘I have a wonderful physi- 
cian, but I know who saved my life. When you first came to me, I felt 
that I was gradually slipping away. I was too weak and tired to resist. 
But as you treated me I experienced what you were describing. You 
brought just what I needed and at the time when I needed it most.’’ 








Mr. Walsh places great emphasis on the establishment of 


expectancy on the part of the patient, and belief that the 
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‘healer’? can help him. He makes a plea for establishing 
faith which is based on truth rather than making a practice 
of taking advantage of imperfect beliefs for temporary gain 
in the form of curing disease. The ultimate aim of spiritual 
healing, he says, ‘‘includes teaching the patient the whole 
truth as far as we understand it and he can receive it’’. He 
also makes a plea for common sense and the use of medicine 
so far as this is called for in every case. 

(b) Personal Treatment with Physical Healing as a Second- 
ary Matter—Certain clergymen who have not taken up reli- 
gious healing as an end in itself report cases from their ex- 
perience in carrying out the pastoral duties of their office, 
which would bear witness to the therapeutic value of faith. 
Professor Batten of General Theological Seminary, who now 
gives instruction in religious therapeutics at that institution, 
has had a varied experience along these lines. In the course 
of his ministry it was not unusual for people who were seri- 
ously ill or who had been given up by their physicians to come 
to him and ask for spiritual help in their distress. Through 
the calming influence of the religious faith which he was able 
to build up in them, patients were frequently restored to con- 
fidence and enabled to make the most of their remaining days, 
if not helped to unexpected recovery. 

Professor Batten places more confidence in an individual 
approach, depending on the nature of each particular problem, 
than on more wholesale methods, and regards physical restor- 
ation as secondary to the establishment of spiritual health 
with its stabilizing influence. This view is held by many who 
fear that placing emphasis on physical healing will have a 
deleterious effect on religion. 

Body and Soul Clinic.—This clinic was started by Dr. Ed- 
ward Cowles at St. Marks In-The-Bouwerie about three years 
ago. It meets in St. Mark’s Church three times a week. Cer- 
tain patients receive additional treatments on non-clinic days 
at the Park Avenue Hospital, where Dr. Cowles also sees pri- 
vate patients. The work in this clinic is carried on by Dr. 
Cowles, as chief and examining physician, a clergyman, and 
several volunteer assistants, some of whom are former pa- 
tients. The doctor talks with each patient and makes such 
limited physical examinations as the clinic facilities and time 
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permit. Certain laboratory tests are done at a private labora- 
tory to assist in the diagnosis and plan of treatment. When 
more careful examination is called for by the nature of the 
case, the director states, patients are referred to other clinics 
where such examinations may be made. 

Treatment at the clinic consists of suggestion administered 
individually by Dr. Cowles, followed by religious suggestion 
administered to groups by the clergyman. Immediately pre- 
ceding the treatment, patients are given a sedative. As he 
administers suggestion, the doctor presses the closed eyes of 
the patient, using the fingers of one hand, and with his other 
hand takes hold of the patient’s arm. During this treatment, 
which consumes only a few moments, the patients lie down in 
turn on couches provided for the purpose. Nervous and men- 
tal diseases seem to predominate. The clinic usually min- 
isters to about seventy-five people at a session, mainly young 
men and women. Patients who have been helped are enthusi- 
astic in their claims of cure and take pleasure in testifying to 
the efficacy of the treatment, some speaking of it as magic and 
quite superior to anything they have ever experienced else- 
where. They volunteer this information and recite their testi- 
mony in the manner of an oft repeated routine performance. 
The services of the clinic are free. There is a nominal charge 
for laboratory examinations when the patient is able to pay 
for them. 


OTHER PROTESTANT CHURCHES 


Healing has not been taken up in a systematic way in other 
Protestant churches, but the interest in it is keen. Many 
churches have opened their doors to various teachers of the 
New Thought school. The work takes the form of a series of 
free public lectures, supported by free-will offerings and fol- 
lowed by private courses, which usually cost about $25 for a 
series of six or eight lectures. Private consultations are also 
a feature. Other churches have held evangelistic services dur- 
ing the visits of various divine healers to this city. Some 
physicians report that clergymen have helped them materially 
in the treatment of particular types of patients. Physicians 
also enlist the clergyman’s aid in the hospitals and in the 
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home when it is felt that his influence will help to raise a 
patient’s morale, as it frequently does with certain types. 

Guild of Health—This organization is of comparatively re- 
cent development along lines similar to those of the Naza- 
rene movement, in that it seeks to establish prayer guilds in 
churches. The Guild of Health, however, confines its work to 
Protestant churches other than the Episcopal, and emphasizes 
the educational rather than the ceremonial approach. Rever- 
end Franklyn Cole Sherman, formerly rector of St. Paul’s 
Church in Akron, Ohio, is the founder. The headquarters are 
in Cleveland. Since its foundation three years ago, it has 
twice been necessary for the guild to move to larger quarters. 
Its work is carried on through lectures, literature, and per- 
sonal service on the part of Mr. Sherman. The purposes of 
the work as stated by Mr. Sherman are: 


1. To present a Christian philosophy of life, in harmony with modern philosophy 
and psychology. 

2. To show how the Christian religion ean be made practical in the daily life. 
Special attention is given to problems of mental and physical health. 


3. To demonstrate the practical methods that have been found effective, 
the technic of faith and prayer. 


Mr. Sherman is an enthusiast with regard to spiritual heal- 
ing. He believes that he was himself cured of tuberculosis 
thereby, and that, if proper technic is developed, all diseases, 
both functional and organic, may be attacked by this method. 
Cures, declares Mr. Sherman, are effected by coming into 
direct conscious communion with God. Although Mr. Sher- 
man feels that in time medical attention will be superfluous, 
he most firmly expresses the opinion that, until a superior 
method is developed, physicians and clergymen must and 
should work hand in hand. 

The work of the guild is carried on by donations, member- 
ship dues, subscriptions to its official organ—a monthly maga- 
zine called Applied Religion—and free-will offerings. 


CATHOLIC CHURCHES 


Healing has always occupied considerable attention in the 
Roman Catholic Church. Many Catholic churches possess 
relics which are believed to have special healing powers. This 
may be a piece of bone taken from the body of a saint, as a 
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rule one who is said to have performed miracles of healing 
during his or her lifetime. The believer may at any time offer 
prayers to this saint or ask the priest to apply the relic. This 
is done by touching the afflicted part of the body with the relic 
(enclosed in a case) and it is believed that healing may thus 
be accelerated. Some churches hold weekly healing services 
which are attended by all denominations in great numbers. 
The particular relics at these churches are believed to have 
special healing power. It is distinctly understood, however, 
that the patient should also have medical attention when this 
should be sought. 

Some priests carry a portable relic on their visits to the 
sick. Many report noticeable improvement following its ap- 
plication. The prayers for the sick offered both at the bedside 
and in the church are believed to have a direct influence on 
the patient’s welfare, and not infrequently marked improve- 
ment occurs after the priest has administered unction. 

Another healing ceremony observed in the Catholic Church 
is the novena. This consists of visits to seek help by means of 
touching a relic once a week for nine consecutive weeks, or 
daily for nine consecutive days. Following each service the 
patient is touched with the relic. During the nine weeks or 
days, he is expected to live an especially devout life and to 
devote considerable time to meditation and prayer. 

Still another and perhaps the most important type of heal- 
ing in connection with the Roman Catholic Church is that ac- 
complished at various shrines. There is, as a rule, some 
legend connected with the shrine which leads the pilgrim to 
believe that if he makes a pilgrimage to that particular spot 
and offers a petition for help, he will be instantaneously 
healed. The devout Catholic is convinced that these cures, 
when they occur, as they sometimes do, are miracles accom- 
plished through direct answer to his prayer. 

Lourdes in France and St. Anne de Beaupré in Canada are 
the most famous Catholic shrines. The legend connected with 
Lourdes is that the Blessed Virgin appeared to a peasant girl 
in that place and told her that there was a spring in the grotto 
at her feet which would effect the cure of the physical ills of 
those who would bathe therein. And it is claimed that what 
the Virgin said is true. The spring was first established in 
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1888. From that time on pilgrims have gone to Lourdes in 
great numbers, figures affirming the number to be about 1,000,- 
000 a year now, some for relief from physical ills, some merely 
for spiritual uplift, some out of mere curiosity. Though com- 
paratively few are healed, it is estimated that since the dis- 
covery of the healing power of this pool of water 4,000 in all 
have experienced cures. In the chapel at the shrine are 
crutches and other supports that have been thrown aside by 
the healed who had no further use for them. 

A medical board is maintained at the shrine and every cure 
is certified by this board. A patient must bring with him from 
his personal physician documentary evidence of his condition 
before seeking the cure. It is said that only those patients 
who bring evidence of having suffered from organic disease 
are classified’ as miraculously healed. The Journal de la 
Grotte reports each case in detail, and any visiting physician 
who desires to examine any patient when a cure is reported is 
privileged to do so. 

The procedure at Lourdes is very complex. A long series 
of preparatory ceremonials and devotions precedes the actual 
dipping in the pool. 


SPECIAL ACTIVITIES IN CHURCHES 


Aside from any connection with guilds or organized prayer 
circles and the like, many churches have well-established 
health work similar to that in any other field of social service, 
carried on through medical clinic, visiting nurse, social case- 
worker, or other individual agent. 

Churches also support convalescent homes, preventoriums, 
and hospitals. They have an interest in various auxiliaries 
in connection with all sorts of medical work. The Episcopal 
Church, for instance, supports the City Mission Society, which, 
among its other activities, has visiting or resident chaplains 
in forty New York hospitals. Because they are so pressed 
for time, the work of these men is confined almost entirely to 
the giving of extreme unction and the services to patients 
about to undergo surgical operations. 

The church has an unusual opportunity to reach a great 
number of people in its various activities. Few recognize 

















580 





MENTAL HYGIENE 


the influence that a large modern church may have in a com- 
munity. It is estimated that 55,500 people used the Madison 
Avenue Presbyterian Church House for social and educa- 
tional activities during the past year. Moreover, 39,161 
attended Sunday school, 475 of the enrolled members of which 
are over eighteen years of age. Besides this, 58,000 persons 
attended public worship on Sundays. The pews are free, 
and all are welcome. During the year the ministers and other 
members of the staff made 9,699 visits among members of the 
congregation. This is mentioned in passing merely to indi- 
cate the possibilities of such an organization as a means of 
spreading knowledge and influencing behavior. 


PROBLEM RECOGNIZED BY IMPORTANT CHURCH AGENCIES 


Leaders in theological seminaries are interested in this 
problem because they must educate ministers in the right 
attitude toward it. For the most part they have taken no 
definite stand in the matter because its growth has come on 
them unaware. In general, as expressed by Professor Elliott 
of Union Theological Seminary, the theologian is not desirous 
of making religion a healing movement. He does not wish 
to take up work which the psychotherapist is better able to 
handle. On the other hand, he wishes to do his part if called 
on to do so, and especially does he wish to make religion an 
integral part of every aspect of life, that its unifying influence 
may work for the betterment of man at all times and that it 
may lend support especially in time of distress. 

As a central agency, including in its membership many 
different denominations and churches throughout the country, 
the Federal Council of Churches of Christ in America is con- 
tinually called on to give advice or to express opinions with 
regard to all aspects of church work. With the present inter- 
est in healing and comparatively little knowledge of it on 
which to base reliable opinions, it has become a practical 
necessity for this body to undertake research with regard to 
it. One of the problems before its research department at 
the present moment is the relation of religion and health. 
It is. withholding opinion until such research shall have been 
completed. 








RELIGIOUS HEALING 


PSYCHOLOGIC FACTORS 


As we review the methods employed in the types of reli- 
gious therapy which I have been considering, we are imme- 
diately impressed with the réle allotted to suggestion. 

Each system in some way introduces the idea of cure or 
health after preparing the mind through one means or 
another to accept it, and the fundamental principle of each 
system is the assumption that any idea possessing the mind 
tends to materialize in the body. 

This is, indeed, a fundamental law in suggestion; but, hap- 
pily or unhappily, there are numerous ways in which this 
tendency may be neutralized long before it actually does 
materialize in the body. Inhibitory influences both in the 
mind and in the body must be taken into account. 

Now, counteracting ideas are among the most powerful 
inhibitors. Recognizing this, the faith healer makes his first 
step the overcoming of whatever inhibiting ideas may be 
present in the patient’s mind. Not until this is accomplished 
does he advance the suggestion designed to serve his especial 
purpose. 

His method may be a process by which he builds up a 
system of ideas through discussion, reading, recitation, medi- 
tation, concentration, ‘‘treatment’’, or other method of filling 
the patient’s mind with his particular line of thought. By 
constant repetition alone these ideas may gain precedence 
over other ideas which he constantly denies or associates in 
a negative way with the patient’s desire—to get well, to be 
prosperous, to be happy. The new system soon becomes 
dynamic. Being linked with the patient’s desire and attached 
by a religious setting to an instinctive mechanism, it readily 
gains possession of the field. Constant consideration of it 
establishes the ideas involved, just as any other habit becomes 
established. As long as the patient keeps in practice, it is 
quite as difficult for him to change his mental attitude as it 
would be for him to change a motor habit once firmly 
established. 

Thus, in the case of the trained Christian Scientist and 
other New Thought students, the suggestion that enters into 
the treatment falls in especially prepared soil. The critical 
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faculties are as effectively controlled as if the patient were 
hypnotized. One link in the chain of conditions that may 
inhibit the materialization of the idea in bodily activity is 
eliminated. Then, too, there is the matter of physical relaxa- 
tion and the further concentration of attention involved in 
the conditions under which treatment is given. Even though 
the proper apperceptive mass has not been built up, the 
patient’s mind would naturally be less resistive under these 
conditions of control. 

In some cases the descriptions given by patients who have 
undergone treatment at the hands of certain practitioners 
closely resemble the description of what Braid terms slight 
hypnosis: ‘‘The subjects become more or less lethargic, but 
are conscious of what-takes place and suffer no subsequent 
loss of memory.’’ In some of Braid’s experiments, this group 
comprised about 90 per cent of those who responded to 
curative suggestions. 

Cramping the attention in one way or another is an effec- 
tive method of producing hypnosis. While the members of 
these healing cults volubly deny that their work in any way 
involves hypnotism, they could not fail to note the resem- 
blance were they aware of the facts in the case. Few recog- 
nize that there are all stages of subjectivity in hypnotism, and 
that a person may become as effectively controlled by an 
idea that has taken full possession of his mind as he may be 
by the operator in what he readily recognizes as hypnosis. 

And so it is with other forms of ‘‘treatment’’. The Divine 
healer, for instance, prepares the way for his final suggestion 
by a preparatory discourse and affirmative prayer. He with- 
holds the delivery of his dynamic suggestion until something 
conveyed to him through his rapport with the patient tells 
him that the psychologic moment has arrived. The patient 
at this time may be experiencing such intense emotion, as the 
result of the implicit faith that has been established in his 
mind, with its resultant expectancy, that he may be completely 
incapacitated from exercising his critical faculties. It may be 
that he is in some other state of subjectivity, probably hyp- 
notic; or, if he has come for the relief of some acute distress, 
such as extreme pain, his attention may be so completely 
absorbed by his symptoms that he can offer no resistance to 
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the idea now implanted in his mind by the operator. The prin- 
ciple is the same in all cases. Ideas that may counteract the 
situation are first controlled, and the patient’s suggestibility 
is then further enhanced by the conditions of the treatment. 

A similar situation prevails in cases in which cures are 
effected through relics or devotions at shrines. The long 
series of preliminary ceremonies establish expectancy, and 
the final act is consummated at a moment when emotion is at 
its height or when the patient is otherwise unable to oppose 
the suggestion. 

But there are certain aspects of the situation, especially 
in the case of the more elaborately organized systems, not 
so readily discernible on the surface. To appreciate these, 
we must consider how his experience or how his attention to 
a system of ideas influences the subject’s affective life. 

Conveyed to the patient in one way or another are certain 
fundamental ideas which become so firmly implanted in his 
mind that they furnish him with convictions beyond all dis- 
pute which have a marked emotional effect. These ideas form 
the nucleus for the belief that God, an all-powerful, all-know- 
ing, everywhere present beneficent power or force, actually 
exists; that this power exists in a given relationship to the 
individual; that the establishment of such a relationship is 
natural and normal; that such a relationship, once estab- 
lished, enables him to commune with this power; that in this 
communion a contact is formed which results in a flow of 
energy which can produce effects not otherwise attainable. 

It is in spite of the shortcomings of some systems, even 
of recognized theology or institutionalized religion, that this 
development of what we may term personal religion may take 
place. The personality of the individual, his other religious 
experiences, his mental attitude, and his life in general, are 
undoubtedly deciding factors; but stimulus is supplied by 
the system or the experience through which the fundamental 
ideas are introduced. 

The more earnest followers of any of the typical religious 
therapeutic cults are unanimous in their declaration that they 
have been led to a fuller realization of life, and that when they 
first fully comprehended the meaning of the idea of God in- 
volved in the teaching of their leader, everything changed for 
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them. They speak of having developed on the basis of this an 
indescribable joy and satisfaction, a sense of security not 
otherwise attainable, and an ability to face life with un- 
bounded courage. The full import of these ideas may burst 
on the patient in the form of sudden enlightenment as the 
result of some vital experience that serves to integrate his 
previous experience, or it may be built up by a more gradual 
process. Regardless of how he comes into a full realization 
of their significance, this realization has a distinct influence 
on his affective life. 

The appeal to the ego is tremendous. What could have a 
more expansive influence on the personality than to believe, 
without the slightest shadow of doubt, that one is essential to 
the plans of God himself, that one partakes of the qualities of 
God? Followed to its logical conclusion with regard to dis- 
ease, if God is omnipotent and man partakes of his qualities, 
indeed, if God is in man, disease is a very minor matter and 
can readily be overcome through this power within. And 
what could be more comforting than to know beyond the pos- 
sibility of any doubt that one may turn at will to a higher 
power with absolute assurance that one will be given strength 
to meet any difficulty that may arise? Those who have at- 
tained this belief actually report a sense of security beyond 
their ability to account for otherwise, and those who have 
learned to carry on what they term effective communion with 
whatever power it may be that they recognize actually do re- 
port a restoration and a rejuvenation as a result of this 
communion. 

The attainment of these convictions is reported to add new 
zest to life, to develop confidence, serenity of mind, cheerful- 
ness, and a preponderance of loving affections toward others. 
Unfortunately, in some cases the latter is not followed to its 
logical conclusion, and it is entirely just to say that many of 
the cults fall short in this respect, appearing entirely selfish 
in their purpose. But even though optimism and cheerfulness 
are induced in the patient on a more superficial basis, it serves 
its purpose by raising his morale and directing his attitude 
toward the difficulties of life. 

Particular mental states inherent in the functioning of the 
religious instinct may be of especial importance in their influ- 
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ence on physical conditions. Dr. William Brown Wilde, 
reader in mental philosophy in the University of Oxford, is 
sponsor for the statement, ‘‘ We can say as a fact that sugges- 
tion produces results; that auto-suggestion produces more 
permanent results; and that if genuine faith is aroused, the 


most astounding results of a permanent nature may be pro- 
dueed.’* 


William James, in discussing prayer, writes: ‘‘As regards 
prayer for the sick, if any medical fact can be considered to 
stand firm, it is that in certain environments prayer may con- 
tribute to recovery and should be encouraged as a therapeutic 
measure.’’ He goes into considerable detail to make clear the 
nature of the mental process involved in prayer: 


**Man can learn to transcend those limitations (of finite thought) and 
draw wisdom and power at will . . . The divine presence is known 
through experience. The turning to a higher plane is a distinct act of 
consciousness. It is not a vague twilight or semiconscious experience. 
It is not an ecstasy, it is not a trance. It is not superconsciousness in 
the Vedantic sense. It is not due to self-hypnotism. It is a perfectly 
calm, sane, sound, rational, common-sense shifting of consciousness 
from phenomena of sense perception to phenomena of seership, from 
the thought of self to a distinctly higher realm. . . . For example, 
if the lower self be nervous; anxious, tense, one can in a few moments 
compel it to be calm. This is not done by a word simply. Again I 
say it is not hypnotism. It is by the exercise of power. One feels that 
spirit of peace as definitely as heat is perceived on a hot summer day. 
The power can be as surely used as the sun’s rays can be focused and 
made to work, to set fire to wood.’’ 


It may well be that religious healing makes use of forces 
not ordinarily recognized. It remains for us to study the 
nature of these forces, to determine how far they are present 
in the normal person, how far they may be applied with san- 
ity, and what method of application is most advantageous. 


Score AND EVALUATION OF THE WoRK 


Now, we may ask, What limits do the advocates of the 
so-called faith cures place on the possibilities of their work? 
Except as indicated in the case of the more conservative in the 
theological field, the answer is, theoretically none. In the 
absence of proper records, we can judge only by verbal testi- 
mony, such records in the form of narrative as one hears on 
every side, and the few attempts that have been made at a 
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systematic study. In the course of this limited survey, we 
have heard and read endless testimony on the part of persons 
who believe that they have been cured of everything from a 
pain in the heel to cancer. Unbounded health, wealth, and 
happiness may be secured by those methods, according to 
some who have tried them. Results may be instantaneous, 
gradual, complete, or partial. 

Certain New Thought advertisements, reproduced below, 
give an idea of what New Thought proposes to accomplish: 

Financial Problems Solved Through New Thought; Rheu- 
matism, Hay-Fever, and Business Difficulties Overcome; How 
New Thought Helped When My Husband Became a Flirt; 
How Constructive Thinking Helped Heal Tuberculosis; Re- 
plenishing the Nerve Centers; How to Heal Your Body and 
Pocketbook Through Expanding Consciousness; How to Be a 
Genius; Curing Epilepsy in Fifteen Minutes. 

The psychologist, Henry H. Goddard, reports one of the 
most systematic studies that has been made on this subject.’ 
Goddard included in his study more than 1,600 records of in- 
dividual cures, mainly taken from the Divine healer Dowie’s 
work. About two-thirds of these were females, and they 
ranged in age from six to eighty-six years. The greatest 
number ranged from twenty to fifty years, and among women 
the married were about three times as numerous as the un- 
married. Further results of Dr. Goddard’s study were as 
follows: 


‘*The duration of the disease from which they were healed varies from 
a few months to fifty-two years. The average time is about twelve 
years for each sex. Thirty-three per cent report instantaneous cures, 
50 per cent gradual, and 17 per cent reported that they were not yet 
perfectly healed. It must be noted that while 33 per cent report instan- 
taneous healing, it is clear from their own account that they almost 
always mean that pain ceased instantly. And it may be mentioned that 
of all the returns that give data on that point, almost every one 
shows that pain ceased at the time of prayer. 

** Again, of the whole number, 76 per cent were treated or prayed 
with by Dr. Dowie in person; 7.5 per cent were prayed for by him 
at a distance; 4.5 per cent were prayed for by Mrs. Dowie; 7.5 per 
cent were healed in answer to their own prayers or efforts; and 4.5 
per cent were healed in answer to prayers of friends. 


1‘*The Effects of Mind on Body as Evidenced in Faith Oures’’, by H. H. 
Goddard. American Journal of Psychology, Vol. 10, pp. 431-502, April, 1899. 
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‘*The number of ailments mentioned in their accounts of themselves 
varies from one to nine for the males and one to eleven for the females. 

‘*The time that had elapsed (at the time the study was made) since 
the cures varied from a few days to fourteen years. Time required for 
full recovery may be as much as two months. If longer than that, 
it seems to be regarded as a failure and is not mentioned.’’ 


Goddard’s Classification of Diseases Cured * 


10 
14.5 


* The figures are in per cents. 


‘*Among the remarkable features mentioned may be noted: Legs 
leagthened from 1 to 5 inches; ‘gained 95 pounds’; hip 2% inches 
reduced; fifty-six abscesses cured at one time; deaf and dumb; senseless 
three weeks; ‘forty whiskies a day’ cure; ‘wreck physically’; hip 
disease; goiter; three bullets; fever settled in bones; appendicitis; 
leg shortened 2 inches; born blind.’’ 

**The following list of troubles, as stated by the patients themselves, 
is given: 

** Abscess; accident; ague; appendicitis; ankle sprained; asthma; 
backache; back weak; bad habits; bilious trouble; blindness; blind 
from birth; blood poisoning; Bright’s disease; bronchitis; bronchial 
disease; broken arm; burns; burned hands; blood disease; brain fever; 
cancer; cancer in tongue; cancerous tumor; carbuncle; eatarrh; chills; 
cholera infantum ; cholera morbus; congestion of lungs ; ‘consumption ; con- 
stipation; convulsions; cough; chlorosis; compound curvature of the 
spine; croup; deafness; deaf and dumb; diabetes; diarrhea; diphtheria; 
dislocated shoulder; dislocated knee; dropsy; dysentery; dyspepsia; diph- 
theritic paralysis; devil cast out; earache; eczema; epilepsy; erysipelas; 
eyes, inflammation of; eyes, weak; eyes, sight failing; feebleminded 
ehild; fever; fever sores; felon; fistula; gangrene; gambling; goiter; 
granulated eyelids; gallstones; headache; healed when dying; heart 
disease; heart broken; heel lame; hay-fever; hydatids; hydrophobia; 
hemorrhage of lungs; hemorrhage of kidneys; hemorrhoids; hernia; 
hip broken; hip disease; hip joint renewed; hysteria; imperfect sight; 
infidelity; impediment in speech; impotent; indigestion; inflammation 
of bowels; inflammation of stomach ; inflammation of lungs; inflammatory 
rheumatism; internal tumor; ivy poison; internal troubles; intestinal 
trouble; insanity; kidney and bladder; knee, injured; knee, stiff; knee, 
swelling in; la grippe; lame, leg too long; leg too short; leg poisoned; 
leukemia; liver trouble; locomotor ataxia; lung trouble; lung fever; lum- 
bago; malaria; measles; meningitis; morphine habit; mumps; near- 
sightedness; nervous exhaustion; nervous prostration; nervous trouble; 
neuralgia; nervous debility; ovarian tumor; palsy; paralysis; periostitis; 
piles; pneumonia; polypus; puerpal convulsions; peritonitis; pleurisy; 
paralysis of bowels; palpitations of heart; quinsy; rheumatism; running 
sore; rib broken; rupture; salt rheum; scalding; scarlet fever; scrofula; 
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skin eruption; skull fracture; sick headache; spasms; seasickness; 

sleeplessness; smallpox; spinal meningitis; sore throat; spinal disease; 
spine, curvature of; sciatica; stone cancer; stigmatism; stiff hip joint; 
stomach trouble; sunstroke; synovitis; symmetrical keratiases of the 
palms and soles; tapeworm; throat trouble; tobacco; toothache; ton- 
sillitis; tuberculosis; telegraphers’ paralysis; tuberculosis of bowels; 
tumor; tumor, fibroid; thigh bone diseased; typhoid fever; ulcers; 
urinary trouble; ulcers in bowels; varicose ulcer; varicose veins; whisky; 
wounds; wrist sprained; weak lungs; weak eyes; white diphtheria; 
wild hairs; whooping cough; yellow fever.’’ 

Similar lists might be prepared from the records of cures 
ascribed to any one of these systems. We would also find cases 
of the same nature in which cures failed to be effected. But 
our research under the present circumstances would do us 
little good as far as obtaining any real knowledge with regard 
to the validity of the claims is concerned. This is due to the 
fact that none of these workers keep adequate records. They 
depend largely on the patients’ testimony for diagnosis as well 
as for evidence of cure. With no control to determine how 
many patients were actually suffering from the conditions re- 
ported or how many of the reported cures were spontaneous 
or due to other influences than the mental treatment, we have 
no way of judging whether its representations are based on 
pure chance results or on demonstrated efficacy. We have 
also no data that would definitely warrant either a wholesale 
or a restricted use of the method in general, although it is 
obvious that many persons believe that they were cured 
of divers diseases, and certain phenomena actually have 
occurred. 

On the surface it would appear that it can do no real harm 
so long as it remains within rational limits; but it is also 
obvious that when it is carried into absurdities, as is frequent- 
ly the case, it can become very dangerous. It is remarkable 
that the entire matter should be so loosely controlled. To 
place emphasis on the mental side of life is most important, 
and when this emphasis includes a sound philosophy and ap- 
plication of common sense, its contribution can hardly be 
overestimated. But when it results in the promiscuous teach- 
ing and practicing of mental tricks and self-delusion, it is a 
positive menace. To disguise such practice in the name of 
religion or of science as a means of capitalizing the credulity 
of the ignorant is despicable. 
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The newer movements within the church are in the same 
position as are the older movements independently organized. 
We can pass no judgment on them except from a theoretical 
point of view until some effort at a reliable evaluation of their 
work has been made. A similar statement applies also to the 
more general uses of religion as a therapeutic or reconstruc- 
tive agent. With so many other factors involved, without 
controlled experimentation, judgment can be based only on 
opinion which is far from conclusive evidence. 

Few workers in the religious field are aware of the nature 
of the problem with which they are dealing. This is quite 
natural, in view of its complexity. The physician would be at 
as great a disadvantage in the theological field. Knowing so 
little about medical science, it is not surprising that they are 
led astray by apparent similarities in their own teachings and 
those of the other field. The naive Christian Scientist, for 
instanee, might think that Mrs. Eddy’s statement that poison 
has a harmful effect on the body only because every one be- 
lieves that it will do harm is fully vindicated by the following 
report, which recently appeared in the New York Times: 

Stockholm, January 18.—By means of hypnotic suggestion, which made 
subjects believe that poisons administered to them were nothing but 
water, Dr. Henry Marcus and Dr, Ernst Sahlgren, Stockholm scientists, 
have been able to offset to a marked degree the effect of poisons on 
the human system. This was done in a series of experiments at the 
Karlelinska Medical Institute to determine the effect of hypnotism 
on organic diseases. The scientists put three subjects into hypnotic 
sleep and then administered drugs, carefully recording the effects on 
blood pressure and pulse both with and without suggestion. When a 
drug which acts to increase blood pressure was administered without 
suggestion, the blood pressure readings ranged between 109 and 130 


and pulse readings from 54 to 100. With suggestion, the blood pressures 
were from 107 to 116 and pulse readings all less than 67. 


Those who advocate religious therapy will do well to com- 
pare their methods with other methods which are similar, but 
which leave out the religious element for good reasons. In 
this connection, it is interesting to consider the results ob- 
tained through various systems of moralization and reéduca- 
tion used in the practice of psychiatry. Another system in 
which religion is purposely eliminated is in Coué’s method of 


auto-suggestion, which the religionists have so thoroughly 
embraced. 
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Some interesting data are being compiled by Dr. Shaler 
Lawton and his co-workers at the Columbia University Col- 
lege of Physicians and Surgeons. The results of Dr. Law- 
ton’s study may well serve as a warning. He is satisfactorily 
demonstrating, with certain cases for which medicine can do 
little, that the patient by exercising his morale may so com- 
pletely control his attention that instead of fixating it on his 
symptoms, though they are of the most distressing nature, he 
believes himself cured and becomes entirely unaware of the 
fact that his physical condition remains the same and that his 
disease is running the natural course of its development. The 
religious healer, misled by the patient’s controlled reaction to 
his symptoms, may be misleading him to let treatment effec- 
tive in the earlier stages of the disease pass by until it is too 
late to help him. On the other hand, we must not overlook the 
fact that we may be considering an efficient method in the 
course of evolution, and that trial and error may naturally 
play an important réle in its progress. 

What this method will finally prove to be can be only a 
matter of conjecture until the situation has been subjected to 
more intelligent study. In all probability we shall find that 
there are indeed certain fundamental principles common to all 
aspects of the situation, but that they will have to be applied 
in a great variety of ways. 

With so many varieties of human personality, the prerequi- 
site state of mind that is essential to the operation of any 
method can probably be obtained only through a method of 
approach suitable to the individual make-up and background. 
This may be strictly religious in some cases, purely ethical in 
others, and entirely intellectual in others, while certain indi- 
viduals of weak emotionalism may be susceptible to the influ- 
ence of any strong or persistent appeal. If the basic principle 
is faith in the particular appeal of whatever form and the ex- 
pectancy that develops, similar results are to be expected 
from widely differing methods adapted to the particular type 
of individual. 

A broad appreciation of the situation would admit that per- 
haps no one method, whether religious or otherwise, can be 
expected to reach all types. It may very well be, however, 
that the religious appeal based on the functioning of an in- 
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stinctive mechanism is calculated to affect the largest number 
of persons, and that it may afford the soundest basis for the 
expectation of lasting results. 

The medical profession has largely ignored and even denied 
the possibility of this method of approach. Meanwhile, as a 
reaction against the empiric method and the one-time drastic 
recourse to drugs, there has developed in some quarters con- 
siderable ‘‘therapeutic nihilism’’ except for the compara- 
tively few diseases known by modern science to be susceptible 
to specific therapy. Still, the present materialistic trend 
tends too much to discredit methods of psychologic appeal to 
the alleviation of symptoms and the cure of disease. This may 
be because, in spite of the strong evidence that there is some 
relationship between mind and body, very little is actually 
known as to how close this relationship is, how this action 
takes place, and what its limitations are. But it cannot be 
overemphasized that the physician should take account of 
whatever influence there may be between mind and body. 
Much medical practice has admittedly a bad psychologic ef- 
fect on the patient. Too little effort, for instance, is made to 
overcome the tendency to concentrate on symptoms of disease 
and to give the patient an intelligent grasp of the situation 
that confronts him. Some physicians will send the patient 
away with a theory or explanation of his disease not founded 
on any scientific data, which frequently creates or strengthens 
an attitude of apprehension and makes for continued invalid- 
ism or physical and mental ineffectiveness. 

Psychologically speaking, certain physicians thus persis- 
tently apply the principle of negative suggestion in conditions 
in which it may produce real untoward effects. This is quite 
as true of many practices in psychotherapy as it is of minor 
material or physical therapeutic methods. The medical pro- 
fession is largely culpable for the widespread rebellion against 
such methods, as evidenced by the enormous development of 
these various forms of faith healing. 

The medical problem is to discover the underlying facts 
and principles and to inculeate those which are sound in a 
well-grounded system of practice which will recognize the true 
function of the mental and the spiritual as well as the mate- 
rial in the alleviation of human ills. Only in this way will it 
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be possible to confine the practice of these methods to those 
who can be depended on to use them with the unselfish mo- 


tives characteristic of the best types of religious and medical 
practice. 








SuMMARY 


1. The prevalence of religious healing and allied cults bears 
witness to the fact that the maintenance of individual health 
has become strongly associated in the minds of many people 
with religious and metaphysical ideas. 

2. There is a great variety of sects and cults and move- 
ments appealing to this popular tendency to associate health 
and religion, such as Christian Science, Jewish Science, Di- 
vine Science or Divine Healing, New Thought, and Scientific 
Christianity. These are organized outside the church. In 
addition, there is considerable activity with regard to healing 
among Theosophists and Spiritualists. Moreover, the work 
has also been taken up in the orthodox churches, especially in 
the Episcopal Church. The Nazarene movement makes its 
appeal through the Episcopal Church. The Guild of Health 
confines its work to other Protestant churches. The novena, 
the application of relics, and visits to shrines, such as Lourdes 
and St. Anne de Beaupré, are well-established practices in the 
Roman Catholic Church. Individual clergy and laymen are 
also engaged in the work. 

3. Some of these agencies are but little organized and have 
an ephemeral prosperity; but there are some that are well 

( organized and with strong indications of being permanent. 
’ \* Christian Science especially has grown steadily since it or- 
iginated in 1870, and New Thought has a similar history. The 
| Nazarene movement and the Guild of Health have made a 
| strong appeal within the church. 
F 4. It is impossible to make any close estimate of the total 
number of adherents of this general movement, since some of 
the cults do not keep records of their membership. The num- 
ber of Christian Scientists is estimated at 1,500,000. 
‘‘Unity’’, a New Thought cult teaching ‘‘Scientific Christian- 
ity’’, is said to reach from three to five million people annu- 
ally through its publications, lectures, and prayer services. 
The Nazarene movement now has about 7,000 members. If 
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the children and other dependents of adherents to these move- 
ments are counted, the number may Teach 10,000,000. A wide 
appeal is also made through magazines and books. Some 
leaders make use of the radio to broadcast their teachings. 

5. The attitude toward the medical profession ranges all 
the way from hearty codperation, as in the case of certain in- 
dividual workers and in some church agencies, to frank hos- 
tility, as in the case of Christian Science. 

6. Enthusiastic testimonials and the apparently stable 
membership of some of these organizations (such as Christian 
Science, Unity, and other New Thought cults, also the Nazar- 
ene movement and Guild of Health) show that many persons 
believe themselves to derive great benefit from them. It 
should be acknowledged that, although some of their practices 
appear unscientific and even bizarre, others must be recog- 
nized as of possible benefit under certain circumstances. 

7. The leaders of these movements either outside or inside 
the church are little disposed to set any definite limitations to 
the power and effectiveness of their therapy. The nature of 
the problem with which they are dealing is not fully compre- 
hended by any of them. 

8. Christian Science makes its approach through the con- 
cept that disease is ‘‘error’’, New Thought through the imma- 
nence of God, and others through still other metaphysical 
theories on which they base their practice; but practice itself 
shows considerable uniformity for all of these cults. It seeks 
to induce a cheerful, confident, serene state of mind, to remove 
the attitude of invalidism and similar negative emotions and 
beliefs, to promote relaxation, and to give full play to the sug- 
gestion or auto-suggestion of health. Various subjective 
mental states and religious ecstacy are more or less prominent 
in the treatment of patients. 

9. Those resorting to religious and metaphysical healers 
often express dissatisfaction with physicians for a lack of 
sympathy and a tendency to build up an attitude of invalid- 
ism. Unless the physician is on his guard against giving 
negative suggestion, such an attitude can very easily be gener- 
ated in the patient. Leaders of these cults use this as a strong 
argument against the medical profession. 
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10. Since religious healing has for the most part been car- 
ried on without expert diagnoses of the cases undergoing 
treatment and without expert determination of their condi- 
tion after treatment, it is not possible to pass judgment on 
the merits, harmfulness, or limitations of this movement. 
Where spiritual therapy has been attempted under medical 
control, the results seem to indicate that: 


(a) Neurotic patients, alcoholic habitués, drug addicts, and 
the like are sometimes improved by the treatment. 

(b) The morale and comfort of a patient with organic dis- 
ease may be improved, while the disease continues 
to run its course. 


There is no way of evaluating the results obtained through 
religious healing as compared with those obtained with 
the same types of patients through non-religious sugges- 
tion. Controlled experiments are needed to obtain further 
data as a basis for judgment of the comparative efficacy of 
such treatment. Studies of suggestion of a non-religious na- 
ture as a therapeutic agent show that it is quite possible to 
teach the patient so to control his attention that he is able 
largely to ignore his symptoms. 

ll. A scientific study should sharply distinguish between 
the practice and the theories advanced by these various cults. 
Probably more attention should be accorded to the practice 
than to the theory. The theory is perhaps considered neces- 
sary as a means of getting hold of the patient, and this no 
doubt varies to a certain extent. Different persons require 
different ‘‘theories’’ or modes of approach. The question 
arises whether or not a scientifically sound basis could be 
formulated for whatever is useful in these practices, so that 
the essence of the practice (so far as it may be found good) 
might be employed with good conscience in treating the sick. 

12. Further study should deal with the following problems: 


(a) What is the common essential of these various prac- 
tices ? 


(6) How can this essence be given a form and rationale 
suited to scientific use? 
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(c) What are the benefits, limitations, and dangers of these 
practices as established by a careful try-out under 
controlled conditions, carried on by physicians in 
coéperation with interested clergymen? 


13. An adequate study will involve much work extended 
over a long period of time and carried on under unquestioned 
auspices by a most carefully selected personnel. 


14. The whole problem is a serious one which the medical 
profession should not ignore. 





FREQUENCY OF DEMENTIA PRAECOX 
IN RELATION TO SEX, AGE, ENYIRON- 
MENT, NATIVITY, AND RACE* 


HORATIO M. POLLOCK, Pu.D. 
Director, Statistical Bureau, New York State Hospital Commission 


bey DETERMINING the rate of incidence of any mental 

disease, our only reliable data are those derived from 
hospital records of new cases admitted to institutions. These 
data are fairly accurate, but never give us complete informa- 
tion, as some mental patients are treated outside of institu- 
tions. It is well known that a considerable number of 
dementia-praecox patients of the milder sort are living at 
home or wandering from place to place. No accounting of 
these has ever been made. Many of them eventually enter 
hospitals for mental disease; many others die in the com- 
munity from physical causes. 


This study deals with dementia-praecox patients in hospitals 
and first admissions thereto, and makes no attempt to estimate 
the number of such patients living outside of hospitals. The 
data set forth are derived principally from the Federal 
Census of institutions for mental disease taken as of January 
1, 1923, and from the statistical records of the New York 
State Hospital Commission. 


SEX 


Dementia praecox occurs more frequently among males than 
among females. 

Of the 17,722 dementia-praecox first admissions to New York 
civil state hospitals during the period from October 1, 1915, 
to June 30, 1925, 9,431 were males and 8,291 females. The 
percentages were 53.2 and 46.8 respectively. The ratio of 
males to females was 113.7 to 100. In the general population 
of the state the ratio of males to females, in 1910, was 101.2 

* Read at the annual meeting of the Association for Research in Nervous and 
Mental Diseases, New York City, December 28, 1925. 
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to 100; and in 1920, 99.8 to 100. Based on the Federal Census 
of 1920, the average annual rate of dementia-praecox first 
admissions per 100,000 of population during the above-named 
period among males was 18.6 and among females, 16.4. 

In the Federal Census of first admissions to hospitals for 
mental disease in the United States, covering the calendar 
year 1922, the disparity in the sex distribution of dementia- 
praecox cases was much greater than that shown above for 
New York State. Of the 15,526 dementia-praecox first admis- 
sions reported, 8,950 were males and 6,576, females. The 
percentages were 57.6 and 42.4 respectively. The ratio of 
males to females was 136.1 to 100; in the general population 
of the United States the ratio of males to females in 1920 was 
104.0 to 100. The rate of dementia-praecox first admissions 
in the United States in 1922 per 100,000 of population was 
16.7 among males and 12.8 among females. 

The sex distribution of dementia-praecox patients under 
treatment in hospitals for mental disease varies considerably 
from that of dementia-praecox first admissions. A census by 
psychoses of the patients on the books of the New York civil 
state hospitals taken as of June 30, 1924, gave a total of 24,871 
dementia-praecox patients, of which 11,858 were males and 
13,013 females. The percentages were 47.7 and 52.3 respec- 
tively. The ratio of males to females was 91.1 to 100. The 
excess of females among these patients under treatment is due 
to their greater longevity. As evidence of this fact, we find 
that the average age at death of dementia-praecox males who 
died in the civil state hospitals of New York in the fiscal year 
ended June 30, 1924, was 47.5 years, while that of the females 
was 52.1 years. 

The number of resident dementia-praecox patients enumer- 
ated by the Federal Census of 1923 was 114,240, of which 
60,653 were males and 53,587, females. The percentages were: 
males, 53.1, females, 46.9. The ratio of males to females was 
113.2 to 100. Although there is an excess of males among 
resident patients of this group in the country as a whole, the 
relative difference between the numbers of the two sexes is 
not nearly so great as that shown for first admissions. 
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AGE AND SEX 

The onset of dementia praecox occurs earlier in males than 
in females. 

The average age at time of admission of the dementia- 
praecox patients first admitted to hospitals for mental disease 
in the United States in 1922 was 32.2 years. The only groups 
represented by younger average ages on admission were psy- 
choses with psychopathic personality and psychoses with 


TABLE 1. RATES OF DEMENTIA-PRAECOX FIRST ADMISSIONS TO NEW YORK CIVIL 
STATE HOSPITALS PER 100,000 OF GENERAL POPULATION, 1912-1918 
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mental deficiency. The average ages in these groups were 
32.1 and 31.7 years respectively. The average age on admis- 
sion of all first admissions was 42.6 years. The average age 
by sex is not given by the census report. 

The average age of male dementia-praecox first admissions 
to the New York civil state hospitals for the firscal year ended 
June 30, 1925, was 30.6 years and of female dementia-praecox 
first admissions, 36.4 years. The difference in the average 
ages of the two sexes on admission probably corresponds with 
differences of age at onset of the disorder. Data throwing 
some light on this matter are given in Table 3 (page 600). 

In a special study’ of 9,124 dementia-praecox first admis- 
sions made by the author and William J. Nolan in 1919, it was 

1**Sex, Age, and Nativity of Dementia Praecox First Admissions to the New 


York State Hospitals, 1912 to 1918’’, by Horatio M. Pollock and William J. 
Nolan. State Hospital Quarterly, Vol. 4, pp. 498-516, August, 1919. 
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found that the rate of admission of males was much higher 
than that of females in the age groups from 15 to 34 years 
and much lower in the age groups above 34 years. Of the 
9,124 cases, 8 males and 11 females were under 15 years of 
age. The others were distributed by age and sex as shown 
in Table 1. 

The highest rate of admissions among males—265.2—is 
found in the age group 25 to 29 years; the highest rate among 
females—199.0—occurs in the age group 35 to 39 years. The 


TABLE 2. AGE AND SEX DISTRIBUTION OF DEMENTIA-PRAECOX FIRST ADMISSIONS, 
UNITED STATES * 1922 
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Ps in bc cscscendccua 1,153 1,000 28.5 27.2 
40 to 44 years..................4. 681 678 20.9 22.3 
SR iia o's cer isdceeccsis 352 519 11.4 19.7 
Se eas’. id uss 0 cb ob wie 232 332 9.2 15.2 
Re Pe ee 110 147 5.9 8.8 
A, a rae 57 68 3.6 4.9 
IS obi ook sve es gowe 30 30 2.8 3.0 
70 years and over................. 36 29 2.6 2.0 
a he ae ka 660 ae nib 8,950 6,576 16.7 12.8 























* Exclusive of Montana. 


rate among males declines rapidly after age 35 is reached, 
while the rate among females declines quite gradually 
beyond the age of 40 years. In age group 50 to 54 years the 
rate for females is three times as high as that for males. 

The dementia-praecox first admissions to hospitals for 
mental disease in the United States in 1922 were distributed 
by age and sex as given in Table 2. 

In Table 2 the highest rates among males are found in the 
age groups from 20 to 34 years and among females in the age 
groups 25 to 39 years. In the age groups from 20 to 34 years 
the rates among males are very much higher than those among 
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females; in the age groups from 40 to 69 years the rates for 
females are the higher. 

The correspondence of results in these two tables, each of 
which deals with several thousand cases, indicates that sex 
is a factor of significance in dementia praecox. The low rates 
during the years of puberty and adolescence show conclusively 
that the old term adolescent insanity in a strict sense covered 
only a small portion of the cases now included in this group. 

The disorder as judged from first admissions is apparently 
most prevalent among males between the ages of 20 and 40 
TABLE 3. DURATION OF ATTACK PREVIOUS TO ADMISSIONS IN CERTAIN GROUPS OF 


DEMENTIA PRAECOX FIRST ADMISSIONS TO NEW YORK CIVIL STATE 
HOSPITALS, 1925 








A duration of 
aitack previous to 
admission, ‘years 





Males Females 





89 
166 
156 
131 
110 




















* Includes only cases in which the duration of attack previous to admission was 
ascertained. 


and among females between the ages of 25 and 40. The 
beginnings of the disorder, of course, antedate the first 
admission, but the incipiency of dementia praecox is so obscure 
that definite data relating thereto cannot be obtained. We 
have, however, collected some statistics relative to the dura- 
tion of attacks previous to admission. Such duration varies 
with the age on admission, being much longer in the advanced 
age groups. Tabulation of the ascertained cases among the 
first admissions to the New York civil state hospitals of 1925 
in the age groups under 40 years gives the results shown in 
Table 3. 

The differences between the two sexes with respect to dura- 
tion of attack previous to admission is slight and is not a 
factor of importance in the explanation of the older age of 
females on admission. 
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SEX, AGE, AND ENVIRONMENT 


Dementia praecox is more prevalent in cities than in rural 
districts. 

In a study* of 32,355 consecutive first admissions to the 
civil state hospitals of New York in the fiscal years 1915 to 
1920, including 8,518 cases of dementia-praecox, it was found 
that the average annual rate of dementia praecox first admis- 
sions per 100,000 of population was 19.1 in cities and 7.8 in 
rural districts. In New York City the average annual rate 
was 21. In cities of the state classified with respect to popula- 
tion, the rates were as follows: 

Average annual 


Cities having rate of dementia praecoz 
population of per 100,000 of population 
Over 175,000 20.7 
50,000 to 175,000 15.2 
20,000 to 50,000 11.7 
10,000 to 20,000 12.3 





Apparently the stresses of life in large cities are positive 
factors in the causation of this disorder. The only recent 
data available concerning the sex distribution of the popula- 
tion of the urban and rural districts of the state are those 
contained in the 1920 census. The rates of first admissions 


with dementia praecox in the state in that year were as 
follows : 


DEMENTIA-PRAECOX FIRST ADMISSIONS TO NEW YORK CIVIL STATE HOSPITALS, 1920 


Males Females 
Rate per Rate per 
100,000 of 100,000 of 
Number population Number population 
Urbam. . 2 cesccccees 912 21.4 826 19.1 


o secvcescces 9.0 93 10.6 





More comprehensive data relating to environment, sex, and 
age of dementia-praecox first admissions are given in the 
special Federal Census report of 1923 concerning patients in 
institutions for mental disease. Table 4 is derived from such 
report (page 604). 

1**Mental Disease in Cities, Villages, and Rural Districts of New York State, 


1915-1920’’, by Horatio M. Pollock and William J. Nolan. State Hospital 
Quarterly, Vol. 7, pp. 38-59, November, 1921. 
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Comparing rates for the urban and rural population, we 
find that the rates for the former are much higher than those 
for the latter in every age group. The general average rate 
for males is higher than that for females in both urban and 
rural environment. Among the urban population, the rates 
for males are higher than those for females in the age groups 
under 35 years and lower in the age groups from 35 to 70 
years. Among the rural population the rates for males are 
higher than those for females in the age groups under 45 


years and lower in the groups from 45 to 60 years. (See 
Chart 1 below.) 
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TABLE 4. RATES OF DEMENTIA-PRAECOX FIRST ADMISSIONS TO INSTITUTIONS FOR 
MENTAL DISEASE IN THE UNITED STATES PER 100,000 oF POPULATION 
OF THE SAME ENVIRONMENT, SEX, AND AGE 
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NATIVITY AND RACE 


Dementia praecox is more prevalent among the foreign born 
than among the native population. 


The number and rate of dementia-praecoz first admissions 
to institutions for mental disease in the United States in the 


large nativity, parentage, and race groups are shown in 
Table 5. 


TABLE 5. NATIVITY AND RACE OF DEMENTIA-PRAECOX FIRST ADMISSIONS, 
UNITED STATES, 1922 








Number Per 100,000 of same 
race and nativity 





F 





Native white of native parentage 
Native white of foreign or mixed 
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TABLE 6. NATIVITY DISTRIBUTION OF FOREIGN-BORN DEMENTIA-PRAECOX FIRST 
ADMISSIONS WITH RATES PER 100,000 OF POPULATION OF SAME 
NATIVITY, UNITED STATES, 1922 








Per 100,000 of 
Number population 
Northwestern Europe 
England 108 13.4 
Seotland 36 14.3 
Wales 8 12.9 
Treland 329 31.9 
Norway 74 20.9 
Sweden 182 29.4 
Denmark 31 16.7 
Netherlands 20 15.4 
Belgium and Luxemburg 11 14.7 
Switzerland 33 28.1 
France 30 19.7 








Central Europe 


Germany 245 14.6 
Poland 401 35.2 
Czechoslovakia 79 21.9 
Austria 341 59.6 
Hungary 114 28.8 
Jugo-Slavia 34 20.5 


Eastern Europe 


Russia 473 33.9 
Lithuania 54 40.0 
Finland 84 57.4 
Roumania 27 


Southern Europe 


Greece 101 57.9 
Italy 395 24.6 
Spain 24 48.7 
Portugal 14.8 


Other Europe 


Canada 186 16.9 
Mexico 74 15.5, 
Armenia 25 68.3 
Syria 12 23.1 
Turkey in Asia 18 209.1 


All other countries 


Total 
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In the groups shown in Table 5 (page 604), the lowest 
rates are found among native whites of native parentage and 
the highest rates among foreign-born whites. In every group 
the males have higher rates than the females. 

Rates by sex and age group of native and foreign-born 
first admissions to New York state hospitals are shown in 
Chart 2 (page 603). It will be observed that the rates for the 
foreign born exceed those for the native population in both 
sexes and in every age group under 60 years. 

The rates for the foreign born in the United States classi- 
fied by country of birth are given in Table 6 (page 605). The 
sex distribution of these patients is not available. 

The numbers in Table 6, in some instances, are too small to 
make the rates of general significance. Some allowance must 
also be made for possible inaccuracies in reporting nativity 
due to changes made in boundary lines following the late war. 
The rates are also influenced by the age distribution of the 
immigrant population from the several countries. After 
making due allowance for these factors, it seems safe to say 
that there is a high rate of dementia praecox among the popu- 
lation of the United States from the following countries: 
Ireland, Poland, Austria, Hungary, Russia, Finland, Greece, 
and Italy. This conclusion is in part confirmed by the study * 
above referred to, which gives rates by age groups for the 
foreign born from five of the above named countries. (See 
Charts 3 and 4, pages 606 and 607.) 

As immigrants settle largely in cities, the question naturally 
arises: Is the high rate of dementia praecox in cities due 
merely to the presence of the foreign born therein? To 
answer this question we made a study of the dementia-praecox 
first admissions to the civil state hospitals of New York in 
1925. The results are shown-in Table 7 (page 609). 

From the data given in Table 7, it will be observed that the 
rates in each nativity group are higher among the urban than 
the rural population, and that the rates for foreign-born 
whites are more than twice as high as for native whites of 
native parentage in both country and city. 


1 See note, page 598. 
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TABLE 7. ENVIRONMENT, NATIVITY, AND RACE OF DEMENTIA-PRAECOX FIRST 
ADMISSIONS TO NEW YORK STATE HOSPITALS, 1925 








Urban Rural 





Per 100,000* Per 100,000* 





M M|F | T 





Native white of native 


or mixed parentage.| 285 
Foreign born white......| 450 












































* Federal census, 1920. 


Dementia praecox is relatively more frequent in some races 
than im others. 


Race studies in this country, except in the principal color 
groups, are unsatisfactory because no basic data exist relative 
to the distribution of the various European races in the 
population. 

The Federal Census of 1923 gives rates in principal racial 
groups of first admissions with dementia praecox per 100,000 of 
same race, as follows: 

Race Males Females Total 


White 17.0 12.9 15.0 


Negro 13.2 11.9 12.5 
Indian 8.4 6.9 


5.3 
Chinese 43.3 39.1 42.8 
Japanese 18.1 5.3 13.6 


The high rates among the Chinese are partly due to their 
age distribution, there being few children among them. The 
low rates among Indians may signify either comparative 
freedom from the disorder or lack of hospital treatment. 

In the data compiled for the New York State Hospital Com- 
mission, we find a marked difference in the per-cent distribu- 
tion of the psychoses of first admissions of the several 
Kuropean races. The percentages of dementia-praecox cases 
among the first admissions of the principal races, in 1924, 
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were as follows': German, 26.2; Hebrew, 35.6; Irish, 23.5; 
Italian, 28.9; Slavonic, 41.8. The figures indicate that 
dementia praecox is relatively more frequent in some races 
than in others, but they cannot be used to compare absolute 
rates of incidence. 


WHITES AND NEGROES 


» Dementia praecox is more prevalent among Negroes than 
among whites. 

Census data relating to psychoses of first admissions of 
Negroes and whites are unsatisfactory for comparative pur- 
poses, as in several states unequal provision is made for the 
treatment of mental patients of the two races. It is well 
known that hospitals for Negro patients in the South are 
inadequate. The rate of first admissions of Negroes in the 
section of the country having the largest Negro population 
is, therefore, much smaller than in the states that admit 
Negroes on the same terms as whites. As given above, the 
rate of dementia-praecox first admissions in the United States 
in 1922 per 100,000 of population was 12.5 among Negroes and 
15.0 among whites. In New York State in 1924 the rate was 
48.6 among Negroes’ and 16.9 among whites. In Illinois, in 
1924, the rates were 57.1 and 15.6 respectively.” 

The high rates among Negroes in these two representative 
states, which make no racial distinctions in admitting patients, 
indicate a higher general rate of dementia praecox among 
Negroes than among whites. 


CONCLUSIONS 


1, Dementia praecox occurs more frequently among males 
than among females. 


2. The onset of dementia praecox occurs earlier in males 
than in females. 


3. Dementia praecox is more prevalent in cities than in 
rural districts. 


) 


1 Annual Statistical Review of the New York State Hospital Commission, 1924. 
2 Report of Statistician, Dlinois Department of Public Welfare, 1924. 
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4. Dementia praecox is more prevalent among the 
foreign-born than among the native population in both 
city and country. 

. Dementia praecox is relatively more frequent in some 
European races than in others. 


. Dementia praecox is more prevalent among Negroes 
than among whites. 
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Menta DisgasE AMonG NEGROES IN THE UnrTED States. By Horatio 
M. Pollock. The State Hospital Quarterly, 11:47-66, November, 
1925. 

The main source of the data presented in this study was the special 
census of institutions for mental diseases taken by the Federal Census 
Bureau as of January 1, 1923, which included both public and private 
institutions in every state in the Union except Montana. 

In the Federal Census of 1920, the Negro population of the country 
is given as 10,463,131, or 9.9 per cent of the total population. Over 
four-fifths of the Negroes, however, are concentrated in the states of 
the South Atlantic, East South Central, and West South Central 
divisions. In these three divisions combined, they constitute about 
27 per cent of the population as compared with less than 3 per cent in 
all the other geographical divisions. This fact has an important bear- 
ing upon the present study since the southern part of the country has 
made less institutional provision for mental patients than the other 
sections, and its provision for Negro patients is even less adequate 
than for white patients. 

The special census of 1923 showed that the relative increase in the 
number of Negro patients in institutions for mental disease from 
1910 to 1923 was greater than that of white patients. In 1910 the 
number of Negro resident patients was 12,910—6.9 per cent of the 
total resident patients—and the number of white patients 174,224, or 
92.8 per cent of the total. In 1923 the figures were for the Negroes 
20,084, or 7.6 of the total, and for the whites 244,968, or 92.2 per cent 
of the total, representing an increase in the thirteen years of 55.6 per 
cent in Negro and 40.6 per cent in white patients. 

The rate of resident patients per 100,000 of population of the 
same race, computed from the data of the 1923 census, was 192.00 
among Negroes and 258.3 among whites. This might seem to indicate 
a greater prevalence of mental disease among Negroes than among 
whites, but a closer analysis of the data yields evidence to the 
contrary. In 37 of the 47 states included in the census the rate of 
Negro resident patients was greater than that of white patients. In 
Massachusetts, for example, the rate of Negro patients was 644.4 and 
that of white patients 408.8; in New York, these rates were 529.0 and 
391.9 respectively. The only states in which the rate of resident white 
patients exceeded that of Negro patients were in the southern section 
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of the country, in which, as has been pointed out, institutional care 
for Negroes is inadequate. It seems, therefore, not unreasonable to 
assume that if institutional care were provided for the two races 
equally, the rate of Negro resident patients would everywhere be 
higher than the rate of white patients. 

But the data as to resident patients, while they are an indication 
of the extent to which provision is made for mental patients in the 
various parts of the country, do not give much of an idea of the 
incidence of mental disease. The data on first admissions are a better 
index of this. But here again the unequal provision for mental 
patients made by the several states must be taken into consideration. 
In 1922 the general rate of first admissions per 100,000 of population 
of the same race was 56.4 for Negroes and 69.5 for whites, but the 
rates for both Negroes and whites in the several states vary widely 
from the general rates, the variations being especially great among 
Negroes. In all the geographical divisions of the country except the 
three already mentioned—the South Atlantic, East South Central, 
and West South Central—the rates were higher for Negroes. New 
Hampshire, Vermont, and South Dakota had no Negro first admissions 
during 1922, and no figures were given for Montana. In all the other 
Northern states except Wyoming—which had only one Negro first 
admission—Minnesota, and Missouri, the rate for Negroes was the 
higher. This was the case also in seven of the Southern states— 
Delaware, Virginia, West Virginia, Florida, Kentucky, Tennessee, 
and Alabama. In all, the rates were higher among Negroes in 31 
states. 

Doctor Pollock attributes the high rate of mental disease among 
Negroes to several factors: ‘‘The Negro race is probably less stable 
than the white race. As most Negroes live a marginal existence, the 
oceurrence of mental disease is a severe tax on the family resources, 
and it is probable that admission to an institution, if one is available, 
is resorted to more frequently than in the case of the whites. The 
Negroes in the North especially are city dwellers and are subjected 
to the stresses of city life, which many of them are ill-adapted to 
withstand. The climate of the North brings an added stress to the 
Negro race, which originally developed in warmer regions.”’ 

With reference to the low rates for Negroes generally reported 
throughout the South, Doctor Pollock quotes the following statement 
from the special census of patients with mental disease taken in 
1910: 

*‘The fact that the Negroes in the South have a lower rate of 
admission than the whites does not necessarily indicate that insanity 
is less prevalent in one race than in the other. The difference in the 
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relative numbers admitted to asylums for the insane may be influenced 
by the local distribution of the two races, by their practice as regards 
taking steps to have the insane placed under institutional care or 
restraint, and by the relative sufficiency of the provisions made for 
earing for the insane of each race. What the effect of such factors 
may be it is difficult to determine, but it seems probable that they 
furnish at least a partial explanation of the differences between the 
two races as regards the proportionate numbers admitted to institu- 
tions for the insane. It is furthermore probable that, because of 
illiteracy, poverty, and ignorance among the Negroes, cases of insanity, 
especially those which are forms of senile dementia, are less likely to 
be diagnosed or detected in this race than among the whites.’’ 

Taking into consideration all these facts, Doctor Pollock draws the 
general conclusion that mental disease is probably more prevalent 
among Negroes than among whites. 

A comparison by age groups of the Negroes, native whites, and 
foreign-born whites resident in mental hospitals on January 1, 1923, 
shows higher rates per 100,000 of population of the same age, race, 
and nativity for Negroes than for either native or foreign-born whites 
in the early age groups. In the group under fifteen, the rate was 3.5 
for Negroes, 1.6 for native whites, and 2.7 for foreign-born whites; 
in the fifteen-to-nineteen-year group, the rates were respectively 53.2, 
33.6, and 52.3. In every succeeding five-year age group the foreign- 
born whites had a markedly higher rate than either the Negroes or the 
native whites. But the Negroes had higher rates than the native 
whites in all the groups up to thirty-five years and in the forty-to- 
forty-four-year group. The general average was 192.0 for Negroes, 
208.7 for native whites, and 510.4 for foreign-born whites. 

Among first admissions during 1922, the Negroes had higher rates 
than the native whites in the age groups up to thirty-five, from forty 
to forty-four, and from sixty-five to seventy-nine. The rates for 
Negroes were lower than the rates for foreign-born whites, however, 
in every age group except those from sixty-five to seventy-four years. 
The rate for foreign-born whites exceeded the rate for native whites 
in every group except that from fifty to fifty-four. The general 
average rates among first admissions were 56.4 for the Negroes, 56.5 
for the native whites, and 112.4 for the foreign-born whites. 

Of the 20,084 Negro resident patients included in the special 
census, 10,265 were males and 9,819 were females; of the 5,896 Negro 
first admissions, 3,300 were males and 2,596 females. The psychoses 
most numerously represented among the male first admissions were 
dementia-praecox (685 cases),- general paralysis (514: cases) and 
manic-depressive psychoses (471 cases); among the female first 
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admissions, dementia praecox (628 cases), manic-depressive psychoses 
(613 cases), and senile psychoses (207 cases). 

A per-cent distribution of Negro and white resident patients by 
sex and psychosis gave the Negroes of each sex higher percentages in 
the general paralysis, cerebral syphilis, and manic-depressive groups 
than the corresponding sex among the white patients. Especially 
noteworthy was the high percentage of manic-depressive psychoses 
among the Negro females—26.1 per cent as compared with 16.8 per 
cent among the Negro males, 18.6 per cent among the white females, 
and 12.2 per cent among the white males. The percentages in the 
dementia-praecox group were lower among the Negroes of both sexes— 
36.1 per cent for the males, and 36.8 per cent for the females as com- 
pared with 42.5 per cent for the males and 40.8 per cent for the 
females among the white patients. The percentage of alcoholic psy- 
choses among the white males was double that among the Negro 
males—3.6 as compared to 1.8; it was the same—0.6 per cent—for the 
females of both races. 

The per-cent distribution by psychoses of first admissions does not 
correspond very closely with that of resident patients. The latter 
represent the residue of the admissions of several years, the former 
the new cases that entered during the census year. The percentage 
of general paralysis, for instance, is much higher for both races among 
first admissions—11.6 per cent for the Negroes and 8.5 per cent for 
the whites as compared with 4.4 per eent for the Negroes and 3.6 per 
cent for the whites among resident patients. On the other hand, the 
percentage of dementia praecox was lower in both races among first 
admissions—22.3 per cent for the Negroes and 21.6 per cent for the 
whites as compared with 36.5 per cent for the Negroes and 41.7 per 
cent for the whites among resident patients. The percentage of 
manic-depressive psychoses was lower among first admissions than 
among resident patients in the case of the Negroes (18.4 per cent as 
compared with 21.3 per cent) and slightly higher in the case of the 
whites (15.7 per cent as compared with 15.3 per cent). 

The rate of first admissions per 100,000 of general population was 
lower among Negroes than among whites in all the large groups 
except those of general paralysis, cerebral syphilis, and epileptic 
psychoses. In the alcoholic group it was 1.0 for the Negroes and 2.7 
for the whites. But these rates cannot be taken as indicative of the 
real state of affairs in view of the inadequate institutional provision 
for Negro patients in the South. The rates for Negroes would un- 
doubtedly be much higher if Negroes were admitted as freely as 
whites to the mental hospitals of the South. As evidence of this, 
Doctor Pollock offers the data from New York State, in which the 





616 MENTAL HYGIENE 


rates of Negro first admissions are higher than in the country as a 
whole in almost every psychotic group. He thinks it probable that 
the same situation obtains in other Northern states. 

The general recovery rate in 1922 was 14.0 per 100 admissions of 
the same race for the Negroes and 13.6 for the whites, but the general 
improvement rate was lower for the Negroes—19.0 as compared with 
27.7 for the white patients. The Negroes had higher recovery rates 
in the aleoholic and manic-depressive groups and a lower rate in the 
paranoic group. The whites had higher improvement rates in every 
group of psychoses except that of psychoses with mental deficiency. 

The general death rate among Negro patients in 1922 was much 
higher than among white patients. The Negro rate was 96.1 per 1,000 
patients under treatment and the rate among whites 72.5. The rates 
for the males of the two races were 105.8 among the Negroes and 78.1 
among the whites, and for the females 85.5 among the Negroes and 
65.9 among the whites. These rates correspond to some extent to the 
rates among the same classes in the general population, in which the 
Negro death rate is higher than the white and the death rate among 
males higher than that among females. There was great variation in 
the rates of the several psychotic groups, the rates in the organic and 
somatic-disease groups being much higher for both races than those 
in the so-called functional groups. The rate for Negro patients was 
higher than that of white patients in almost every group. 


PsycHoLocy AND Socian Hyerens. By Hugh Crichton Miller, M.D. 
Journal of Social Hygiene, 12 :14-24, January, 1926. 

This address, delivered before a conference of the British Social 
Hygiene Council, is a discussion of the modern gospel of freedom, 
particularly in its bearings upon the problem of social hygiene. 
Public opinion has been misled with regard to freedom both by 
politicians and by many psychologists, who talk as if freedom were 
an end in itself. As a matter of fact, freedom, ‘‘whether of the 
individual or the community, has no value except in so far as it leads 
to the individual or community finding greater value in his or their 
lives. In so far as freedom is largely the necessary condition of an 
individual finding the greatest value in his life, freedom is good; 
in so far as it only leads to license, it is a freedom which is of a 
negative value.’’ It is the abuse of freedom by many individuals 
that leads to the statement: ‘‘What is wrong with the young people 
of to-day is that they have too much freedom.’’ 

To attempt to carry on social-hygiene work from this reactionary 
point of view, however, would be fatal to the cause. In a generation 
of young people who have ‘‘freedom on the brain’’ progress must 
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come, not by curtailing freedom, but by utilizing it. The same 
freedom which can result in ‘‘a tremendous slackening of the moral 
code, a tremendous increase in venereal disease, a tremendous increase 
in disastrous marriages’’ can also be made a means to ‘‘a progress 
in the community with regard to sex and marriage that has never 
been attained before’’, and it is the task of social hygiene to help 
bring this about. 

The ‘‘ Victorian generation”’ had its faults, but it must be admitted 
that the Victorian parent, if he believed in disciplining his children, 
believed also in self-discipline. ‘‘ All that is past, and we are seeing 
already a generation of fathers and mothers springing up who, while 
they are preaching freedom for their children, are claiming freedom 
loudly for themselves, and are showing the utmost disinclination to 
exercise self-restraint for themselves. . . . If you talk to people 
who are calling out for freedom so loudly to-day, and if you really 
analyze what their claim to freedom means, you will find it is largely 
a freedom to attain what they believe to be happiness by a free 
expression of their own appetites and desires, with a glorious incon- 
sideration of the claims of others.’’ 

It is useless to try to combat such ideas of freedom with discipline 
and authority. ‘‘Freedom like that’’, Doctor Miller asserts, ‘‘has got 
to go through—and I think history teaches us this—the ghastly phases 
of infantile social disaster, in which a new social life has to reach 
maturity through experiments that have been failures; and there is a 
great deal in the freedom of this generation, especially with regard to 
morals, that is of the nature of an experiment, an experiment in 
license and an experiment in selfishness.’’ But, Doctor Miller con- 
tinues, the remedy for all this lies, not in taking away freedom, but 
in an infinitely more difficult course—through the implanting in the 
young generation of an ideal of self-realization so inspiring that their 
freedom will be used as a condition of true self-realization. It is 
not enough to hold up before them traditional ideals and standards of 
conduct. That was the mistake of the Victorian generation. Some- 
thing much more dynamic and progressive is needed if the crusade of 
social hygiene is to get anywhere. Venereal-disease centers, lectures, 
pamphlets have their part to play, of course, but what really counts 
is the dynamic power of the ideal in the minds of the young generation. 

It is not, Doctor Miller points out, merely a question of right and 
wrong. ‘‘If you say conduct is right, and conduct is wrong, if you 
are perpetually posing as Moses coming down from the Mount with 
the Tables of Commandments in his hands, and losing his temper 
when he saw that the Children of Israel had sinned against the Lord 
of Hosts, you are going to get results not much better than the last 





618 MENTAL HYGIENE 


generation. We have to inspire them with something quite different 
for this reason: that when conflict arises in the human mind, there is 
an invariable tendency to rationalize. This simply means that we 
invent specious excuses and specious excuses are readily found when 
the conflict is laid as between an individual’s happiness and a cate- 
gorical morality. If you are going to lay the conflict that way, you 
are going to give your young men and your young women ample oppor- 
tunity for rationalizing. They will be able to invent endless excuses— 
some more specious than others, but all more or less specious—which 
will result in the conflict going the way that their instinctive nature 
demands; and the result of that is disappointing venereal-disease 
statistics, disappointing divorce-court statistics, and the race has not 
got much further forward. Let us rather put the conflict on different 
ground; let us make an individual realize that to be instinct-driven is 
on the whole a low ideal to accept for oneself; let us make him realize 
that happiness is not a thing which is to be measured in terms of 
satisfaction of biological impulses. . . .’’ 

A great deal is being said about the danger of repression, but too 
often the difference between self-restraint and repression is not made 
sufficiently clear. ‘‘Self-restraint means you fight the battle and you 
know what you are doing; it is a battle out in the open and you know 
who your enemy is and you know where he is and you know all about 
it. But repression is a perfectly different thing, it is like a revolution. 
It is an indefinable menace which you tend to meet by saying, ‘ All is 
well; all is well.’ The Czar Nicholas gave a magnificent example of 
repression. He continued to consider all was well in his kingdom until 
the whole thing went up in a flash. He didn’t see and wouldn’t see 
the enemy within that was threatening him. It is the same with us. 
Repression is when we refuse to see the enemy within us. There are 
pure young men and saintly old ladies alike who take up this attitude 
of repression, who deny that their biological impulses have ever given 
them any trouble, and who feel that there is something terribly 
derogatory to their spiritual status in admitting that they have ever 
had a pitched battle between the biological impulse and the ethical 
ideal.’’ But that kind of battle cannot be successfully waged except 
in the open. Carried on on the underground principle, on the prin- 
ciple of refusing to acknowledge that it is there, it results not, perhaps, 
in the kind of disease social hygiene is engaged in fighting, but in a 
disease of another sort—neurosis. 

But the nervous diseases that arise from sex repression are no 
argument against self-restraint in sex matters. From his own practice, 
Doctor Miller cites instances of the unfortunate effects of the license 
that is misealled freedom both upon the individuals who claim it for 
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themselves and upon their children, whose natural tendency to follow 
in their parents’ footsteps meets with no understanding and sympathy 
or even tolerance from those parents. 

In conclusion, Doctor Miller touches upon the relation of Chris- 
tianity to sex morality, pleading for a broader point of view than that 
of any particular sect or denomination: ‘‘In this task of ours let us 
at any rate see that the gospel that we are preaching is one which can 
cover every denomination that is willing to come in with it; it must 
not be placed upon any sort of narrow religious basis at all; and 
don’t let us think that we are in any way weakening the cause of 
religion if we do not continually claim progress in the name of 
Christianity. I know that there are a great many good people who 
feel that we ought always to be saying that and making every 
challenge in the name of Christianity. Now don’t! I think if we 
could put this business of social hygiene to the rising generation in 
just the right way, we would find that the Christian churches would 
get an enormous influx of vitality; but if we are going to do it by 
specializing on one denomination, if we are going to say to the young 
people, ‘We want you to keep straight because you musn’t disgrace 
that Salvation Army badge you are wearing,’ if we are going to do it 
that way, we are going to get at it from the wrong end, and once 
more we are going to make it easy for them to rationalize. Therefore, 
I say, do let us present this whole question to them on a basis of 
progressive evolutionary idealism, because I believe that is the only 
basis that is going to be strong enough to be effective.’’ 


Some VALUES oF INSTITUTIONAL TRAINING SHOWN BY REEXAMINA- 
TIoNs. By Mary Vanuxem. Ungraded, 10:151-58, April, 1925. 
In the summer of 1924 the Pennsylvania Village for Feebleminded 
Women (now the Laurelton State Village) undertook a retest of 
a number of the women of whom psychological studies had been made 
upon their entrance to the school four years before. The object of 
the retest was to determine whether the results of the education 
and training given to these women could be actually demonstrated 
by changes in their ratings. In order to have an accurate basis for 
comparison, the same tests were used as in the original examination— 
the Stanford revision of the Binet-Simon, the Kuhlmann tests, and 
various performance tests. The original study included fifty girls, 
the first fifty admissions to the school, but only thirty-nine of them 
remained in the institution at the time the retests were made. 
In the Stanford-Binet tests, nine of the girls made ratings twelve 
months or more above those obtained in the first examination; the 
scores of the other thirty were either the same or less than twelve 
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months higher, but no girl received a lower rating than she had in 
1920. An analysis of the nine cases in which the scores were higher 
shows that in two cases the increase was due to the absence of the 
emotional strain under which the girls were laboring at the time of 
the first testing. Im the other seven cases, the improvement was 
evidently due to additional education and training. Six of the 
seven failed the first time in tests involving dates, vocabulary, read- 
ing, and so forth, which the academic training received in the 
school enabled them to pass in the second examination. The seventh 
girl, an idiot, whose mental age was 1 year, 8 months at the time 
of her admission and 2 years, 10 months on her retest, owed her 
advance mainly to the training given her by her associates and the 
employees of the school, though treatment for an abnormal thyroid 
gland was a contributing factor. 

The greatest difference between the two examinations was in the 
performance tests. In the second examination, thirty-two girls sur- 
passed their former scores by a year or more. Six received a rating 
less than twelve months higher, and one fell below her previous 
record. 

The increase in ability shown by so large a proportion of the 
girls in the performance tests was probably due to four factors: 
(1) increased motor coédrdination as a result of training, (2) super- 
vised play and games, (3) instruction in personal habits, and (4) in- 
struction in industrial work. In most cases all four factors probably 
contributed in varying degrees toward the result. 

The higher scores received in the retest were not entirely unex- 
pected in view of the very tangible evidences of improvement that 
many of the girls had shown in various ways. Fourteen girls who 
had been illiterate upon admission, in spite of having spent from 
five to ten years in school, had, during the four years between the 
two tests, learned to read and write, most of them sufficiently well 
to derive real pleasure from the reading of books and the writing 
of letters to friends and relatives. One girl, the idiot already 
referred to, whose vocabulary, when she was admitted, consisted of 
seven intelligible words, had used over three hundred at the end of 
the four years. Ten girls who could neither dress themselves nor 
care for their personal needs at the time of their admission to the 
Village, at the end of the four years had been taught to do both 
without any assistance. These girls all have a mental age below 
7 years and would be supposed incapable of tying bows, but they 
have all been trained to tie the bows of hair ribbons and shoe laces. 
In nine of these cases the retest showed a gain of from one to four 
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years in performance ability; in one, there was no change in score 
although she had apparently improved as much as the others. 

In addition to the intelligence tests, personality studies of the 
girls were made both in 1920 and 1924, but the second set were so 
modified and expanded that their results are not comparable with 
those of the first. Sufficient data have been obtained, however, ‘‘to 
show that personalities of various types influence, either favorably 
or adversely, the academic, vocational, and moral (used in the broad 
sense) learning processes; also that, within limits, personality itself 
ean be modified by education and training’’. 

The conclusion to be drawn from the results of the retests is that 
‘‘many mental defectives who enter institutions as adults have not 
been trained to the full limit of their mental capacity or their 
performance ability prior to admission. This accounts for many of 
the gains made in the reéxamination of these individuals. Because 
of this fact, it is probable that the original tests did not measure 
the true mental levels nor the full extent of the performance ability 
in these cases; the second tests seem to be truer indices of their 
actual intelligence. A comparison between the results of the two 
sets of tests shows clearly that many of these women who, for various 
reasons, have not received either sufficient education or proper train- 
ing prior to their admission to the Village, have profited both 


academically and industrially by further education and training 
carefully directed and scientifically applied.’’ 
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MENTAL DitsoRDER AND THE CrrminaL Law; A Strupy rn Mepico-Lze¢aL 
JURISPRUDENCE. By S. Sheldon Glueck. (Criminal Science 
Monograph Series, published under the auspices of the American 
Institute of Criminal Law and Criminology.) Boston: Little, 
Brown, and Company, 1925. 693 p. 


The essence of this book is its well-rounded and well-supported 
program for the improvement of legal and judicial procedures in 
dealing with insane persons accused of crime. The program that the 
author presents is thoroughly practical. It might be applied in any 
state within a few months if a legislative assembly would enact the 
necessary bills. No reputable authority supports the system of 
hypothetical questions and expert witnesses that it would supplant. 
No other book published in the English language presents such a pro- 
gram in an equally clear and valid manner. 

The entire book is organized with reference to this program. A 
history and description of existing procedures is presented, but the 
account is sufficiently general to add to rather than detract from the 
development of the program of policies. The various types of mental 
disorders and the legal significance of each are described in a concise 
manner, and this description does not demand a detailed knowledge 
of psychiatry to be appreciated. The book is, in fact, an attempt at a 
eross-fertilization of cultures, a combination of the knowledge, view- 
points, and interpretations of the judges, lawyers, and lawmakers, on 
one side, with the knowledge, viewpoints, and interpretations of the 
psychologists, psychiatrists, and social workers on the other side. 
The author is well fitted for this task, since he has combined both 
cultures in his own experience, being a member of the bar of the 
state of New York, a teacher of criminology, and a professor of social 
ethics. The general thesis of the historical portion of the book is that 
procedure in dealing with the insane has been gradually modified 
during the past centuries by the infusion of scientific knowledge and 
public standards of morality into the courts and legislatures. The 
author is attempting to adopt this policy as a means of modifying the 
present procedure, though he attempts to make the policy unified and 
systematic rather than haphazard, as it has been heretofore. 

The general program that the author proposes is as follows: (1) 
Psychopathic clinics should be attached to the magistrates’ courts and 
should sort out the mentally unsound before trial. A routine exam- 
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ination of those accused of certain classes of crimes has been estab- 
lished with excellent results in Massachusetts. (2) The Washington 
plea in cases where insanity is involved should be required. (3) The 
tests of irresponsibility should emphasize the general understanding 
of psychiatric principles. Without that understanding no tests can 
be satisfactory ; with that understanding it may be possible to use the 
‘‘knowledge test’? and the ‘“‘irresistible impulse’’ test. (4) The 
expert-testimony bill of the American Institute of Criminal Law and 
Criminology should be adopted. (5) The use of habeas corpus for 
those acquitted of crimes on the ground of insanity, but committed to 
institutions for the insane, should be definitely restricted. 

The author specifically discards behavioristic psychology as not 
suited to deal with the problems of intent, volition, and responsibility, 
which are the essential psychological concepts in criminal law. He 
maintains that behavioristic psychology, valuable though it may be in 
other respects, is fitted only for the primitive law which regarded the 
external act, but took no account of intent. The author’s argument 
here, as elsewhere, is doubtless determined by his program of imme- 
diate policies. A program that raises questions regarding funda- 
mental concepts cannot be put into practice within a few months. But 
in the long run and from the standpoint of a distant program, there 
is no sufficient reason at present for outsiders to commit themselves 
as either in favor of or opposed to behavioristic psychology. A 
behavioristic psychology appears to be valid in law if it is valid any- 
where. The only method that can be used in determining intent, 
volition, and responsibility in court is by testimony regarding 
behavior. The translation of this evidence into terms of psychic 
essences causes much difficulty and confusion. Certainly the facts of 
behavior that have been focused through these psychic concepts need 
to be taken into account, but the facts of behavior can be taken into 
account without utilizing the psychic concepts. They are thus taken 
into account at present in the juvenile court. And the author, in fact, 
while openly rejecting behavioristic psychology, surreptitiously utilizes 
it when he defines responsibility in terms of educability. Edu- 
eability can be determined only by behavior and requires no transla- 
tion into terms of psychic processes. Moreover, educability puts the 
emphasis on future behavior rather than on an assumed state of mind 
at the time the crime was committed. 

An appendix of about one hundred and fifty pages gives a valuable 
compilation of the laws of the various states with reference to tests of 
irresponsibility, the method of proof of insanity in accordance with 
these tests, and administrative and procedural policies. 


University of Iinois. E. H. SuTHERLAND. 
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NERVOUS AND MentAu Disorpers From Birto THRovuGH ADOLESCENCE. 
By B. Sachs, M.D., and Louis Hausman, M.D. New York: Paul 
B. Hoeber, 1926. 861 p. 


During the past twenty years much light has been thrown on the 
dark places of neurology, both from the clinical and the experimental 
standpoint; the whole field of the extra-pyramidal disorders has 
opened up and the infectious diseases that involve the central nervous 
system have been the subject of intensive investigation by modern 
methods. It is, therefore, natural that Dr. Sachs should have felt that 
the second edition of his book The Nervous Diseases of Children, 
published in 1905, no longer did justice to the present body of knowl- 
edge dealing with nervous diseases and should have been induced to 
present the results of his mature experience in this field in the present 
volume. The present book is no mere revision of his previous book; 
it is practically a new book, in the production of which he has been 
assisted by Dr. Louis Hausman, who has especially taken the respon- 
sibility for the chapters dealing with the anatomy of the central 
nervous system and with methods of examination, as well as for the 
preparation of the bibliographies which add so much value to each 
chapter. 

After the first part, devoted to anatomical considerations and 
methods of examination, the main organic diseases of the nervous 
system, the functional and toxic diseases, and the endocrine disorders, 
including a variety of somewhat obscure conditions, are discussed in 
the three following divisions of the book. The presentation of each 
of these subjects is clear and concise and bears the imprint of the 
wide clinical experience of the senior author. 

The fifth part of the book is that which is most likely to interest the 
reader of Menta HycatEne; it is devoted to mental conditions and 
contains five chapters. The chapter on the neuroses and psycho- 
neuroses covers a large field in a rather general way and the absence 
of illustrative clinical material may make it somewhat difficult for the 
reader to get a clear idea of the various types of reaction which are 
met with in actual practice, or a firm grasp of the actual mechanisms 
of these disorders. The author puts neurasthenia as deserving first 
mention among the disorders included in this chapter. It is doubtful 
whether neurasthenia is a useful conception, and no clear clinical 
picture is presented of the condition. One can hardly agree with the 
author that such physical signs as tremor and an increase of the deep 
reflexes make a very concrete clinical picture out of the rather elusive 
group of symptoms that he describes. The reader may find himself 
also somewhat at sea in trying to get a clear idea of the type of boy 
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or girl who is referred to as psychasthenic ‘‘and who is popularly 
stamped as a crank’’. 

So in the chapter on hysteria, some of the terminology used and of 
the views expressed smack of rather formal considerations and of an 
earlier mode of approach. Much emphasis is laid upon hysterical 
hemianesthesia, but the fact that this hemianwsthesia is probably due 
to the mode of examination or to suggestion from other factors in the 
environment is not specially stressed. 

The chapter on insanity deals especially with conditions referred to 
as dementia praecox and manic-depressive insanity and gives a clear, 
if somewhat schematic, presentation of the various forms of these 
disorders as formulated by the Kraepelinian school. 

In the chapter on idiocy and imbecility, the authors have paid little 
attention to the more recent classification of forms or degrees of 
mental defect and repeat the classification used by Sachs in his former 
publications. They group together idiocy and imbecility and use the 
terms idiocy and feeblemindedness rather indiscriminately. No refer- 
ence is made to the standardization of terms by the British Royal 
Commission on the Care and Control of the Feebleminded in 1908 or 
to the later one of the American Association for the Study of the 
Feebleminded. The psychometric scale offered on pages 815 to 817 
suggests that this chapter has been rather hastily and uncritically 
written. The chapter would probably have been of much greater 
value if less attention had been devoted to the severe degrees of 
mental defect and more to the milder degrees and the disorders of con- 
duct and difficulties of management associated with the latter, and to 
the principles of treatment which should guide the physician in these 
matters. 

These four chapters give the reader a good idea of the standpoint 
from which the authors survey the problems of childhood and the 
extent to which they retain conservative formulations and attitudes. 
It is, therefore, to be expected that in the special chapter devoted by 
the senior author to the development and training of the normal 
child, there should be a strongly conservative note. To the senior 
author the past appears as ‘‘the good old days’’, and the methods of 
education in nursery and in school of the good old days strongly 
appeal to him, while modern educational methods are looked on with 
some suspicion and are liable to be treated as fads, and anything con- 
nected with the psychoanalytic school of psychopathology is anathema. 
The estimate of this chapter will depend very largely upon the pre- 
possessions of the reader, who may read it with marked approval or 
with the opposite according to the direction in which his sympathies 
lie. Naturally in the setting of this book the author has not the space 
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for detailed argumentation or discussion of clinical material, and the 
chapter is to be looked upon as presenting his own personal creed. 
This creed is expressed in a clear and vigorous way. It emphasizes 
what is of value in the age-long tradition of education, it puts forward 
what the author considers to be the proper duty of parent and teacher 
to the child, and it stresses the necessity for effort, discipline, and for 
suffering. From the point of view of treatment there is constant 
reference to the value of common sense and of a parent, teacher, or 
nurse with the right personality. In the part of this chapter devoted 
to the evils of psychoanalysis, the author does not strictly differen- 
tiate between the sin and the sinner, between the disturbing influence 
of certain psychopathological doctrines and the personal influence of 
those who happen to apply these doctrines and who may not have that 
common sense on which Dr. Sachs would place so much emphasis. 
The very fact that a chapter of this type has been introduced into the 
book shows how much progress has been made since the publication of 
the last edition of Dr. Sachs’ treatise on the nervous diseases of 
children, and perhaps part of this progress has been due to the 
stimulating influence of those to whose doctrines the senior author 
takes so much exception. 

The book is well arranged, clearly printed, fully illustrated, and is 
a very welcome book of reference. 

C. Macrrz CAMPBELL. 
Boston Psychopathic Hospital. 


A PracticaL PsycHoLoey or BasyHoop: THE MentaL DEVELOPMENT 
AND MentTaL HyaieneE oF THE First Two Years or Lire. By 
Jessie Chase Fenton. Boston: Houghton Mifflin Company, 1925. 
348 p. 

Books that treat the developmental possibilities and problems of 
happy, healthy children are all too few. Here is one that does this in 
a clear and thorough fashion. Written by a mother familiar with the 
trivial-seeming details that count so much in the life of the little 
human being just getting acquainted with the world about him, it 
will be a real help to parents in their difficult task of learning when 
to stand aside and let their children forge ahead by themselves and 
when to encourage certain interests and tendencies in order that others 
may be crowded out. Only the keener-minded or better-trained 
mothers and fathers are likely to be tempted to read so complete a 
treatment of any serious subject, but, unaided, even parents of this 
type are far from being able to give their children a fair start in life. 
Alert young men’ and women fresh from college psychology classes 
find themselves hopelessly at sea when confronted with the necessity 
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of untangling the mental drives of their own tiny children. The more 
thoughtful these parents are, the more perplexed do they become as 
they watch the personalities of their little ones develop. By the time 
the children reach the end of the second year, their mothers and 
fathers are often desperately seeking assistance from books and inter- 
views with skilled advisers on behavior difficulties. Since the begin- 
nings of behavior patterns are constantly being traced during the first 
two years, it is an advantage to be prepared for the problems that 
most frequently arise in the care of ordinary children of this age, so 
that conduct knots may be prevented or untied before they are inter- 
woven with so many subsequent associations as to be hard to straighten 
out. 

With a delightfully personal touch, the author exemplifies the prin- 
ciples of child psychology by recounting incidents in her own small 
son’s development, giving always enough theoretical background so 
that the reader unversed in psychology will see the significance of the 
situations portrayed. A fascinating survey of the growth of a baby’s 
ability to control himself and his environment gives one the means of 
gaining insight into the why of little folks’ doings so that one may 
have an understanding of the causes and values of babyhood reactions 
and therefore be in a position to determine for oneself what consti- 
tutes wise guidance of infantile strivings. Concrete suggestions as to 
how one may substitute a desirable for an undesirable activity or 
emotion make clear the actual working of the mechanisms of forming 
and discarding habits; the development of complexes and their rein- 
forcement, removal, and prevention are deftly treated in a brief, yet 
practical way; and the line of departure from excessive feelings of 
anger, fear, jealousy, and the like is plainly pointed out, so that the 
injunctions, ‘‘ Avoid fear’’, ‘‘Do not block anger’’, are brought within 
the power of attainment of the conscientious parent. The so-called 
cruelty of children in its normal aspects is touched upon in such a way 
that its cause and cure become simple matters, instead of the bogy 
they are felt to be by many parents. The avoidance of unnecessary 
friction in the life of the child is given the emphasis it deserves and is 
brought within the bounds of possibility by a vivid portrayal of 
typical methods of winning easy compliance with irksome, but neces- 
sary restrictions. The danger of overdependence of the child on its 
mother is stressed and the best manner of giving opportunity for 
self-reliance to develop is pointed out. Vigorous intellectual growth 
is related to the feeding of curiosity and the safeguarding of the 
childish zest for life, so easily quenched by adult ridicule or 
indifference. 

One is surprised to find the assertion, ‘‘Intelligence is now definitely 
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known to be a hereditary trait, like the color of hair or eyes, general 
shape of features, or other qualities which run in families’, supported 
by a citation of the Edwards-Tuttle, Jukes, and Kallikak studies, and 
the equally unfounded statement, ‘‘It has further been established 
beyond doubt that the growth of mind is a regular one, keeping always 
at the same relative distance from the average... . The dull child 
becomes the dull man; the bright child grows into the adult of 
superior ability; the wonder child in later life becomes the genius.’’ 

Except for these dogmatisms and a resultant tendency to advocate 
undue haste in bringing to the child opportunities for enlarging his 
experience, lest he fail to achieve the maximum intellectual growth 
made possible by his inheritance, the book is certain to have a most 
wholesome influence on its readers. It can be advantageously used by 
study groups of parents and by child-psychology classes. Few parents 
will read it without profit and fortunately many will be led by their 
interest in the development of their first-born baby to study the book 
before their need of such help as it offers has become painfully acute. 


Guapys HoaGLaND GROVEs. 
Needham, Massachusetts. 


CoNCERNING Parents: A SYMPOSIUM ON PRESENT-Vay PARENTHOOD. 
New York: Republic Publishing Company, 1926. 284 p. 


This reprint of the addresses at the National Parenthood Conference 
last fall is having a deservedly wide circulation. For the most part 
direct and popular in form, it makes stimulating reading well within 
the scope of busy parents, who will find that its short chapters 
sandwich in conveniently between the rush periods of a crowded 
schedule, or, if they prefer to read the volume through in a day, will 
be surprised to see how easily it can be done. In either case, they will 
be impelled to look critically at some points of their own habitual 
procedure with their children and to reéstimate in a new light the 
interrelations of their family unit with the larger groups of which 
it is a part. 

The book will appeal quite as much to fathers as to mothers, for it 
evaluates the obligations and risks of the family from a detached 
point of view in the interest of society at large as well as of the 
welfare of each individual immediately involved. 

Of the more than a score of discussions by scholars and workers 
concerned with different aspects of personality direction, all save 
three or four are pertinent and in one way or another make clearer 
the whole business of parents. The fundamental cravings of children 
at various ages are uncovered and their practical bearings for the 
individual and, for society are made plain. The mistreatment that 
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children have to put up with even from intelligent and affectionate 
parents is sketched in sharp outlines and the reasonable handling of 
young folk is pictured by more than one experienced and thoughtful 
worker with them. Discussion of the meaning of childish restlessness 
and the danger of youthful ‘‘good’’ behavior prepares the reader for 
interpretations of adolescent conflict and suggestions as to the part 
parents should play in this time of stress for their fledglings. The 
implications of leisure, recreation, education, and religion from the 
viewpoint of parent and child are studied, as well as the personal and 
family rights and duties of fathers and mothers, with the conclusion 
that breadth of interests makes for more wholesome mothers and that 
fathers need to share with mothers to a greater extent the guidance 
of their children, since too much mother is as bad as too little father 
for the young of the family. Finally the actual and possible service 
of the community to the family and of the family to outside life are 
considered. 

That so many workers and thinkers in varied fields are seriously 
attempting to put something of the findings of science within the 
reach of the ordinary parent is doubly encouraging, especially when 
coupled with the fact that so many parents show themselves eager for 
this guidance. 

Giapys HoaGianp GRovsEs. 
Needham, Massachusetts. 


PsYCHOANALYsIS AND AUstHeEtTIcs. By Charles Baudouin. Translated 
from the French by Eden and Cedar Paul. New York: Dodd, 
Mead, and Company, 1924. 328 p. 


This volume, the general tone of which creates the impression that 
it was designed mainly for popular consumption, possesses, it seems 
to us, the features typical of such psychoanalytic works. Books of 
this class are usually signalized by comprehensive titles scarcely 
warranted by the limited scope of their contents. Next, a laudatory 
preface never fails to advise the reader that Freud’s achievements 
have been, if not surpassed, at least equalled. The body of such 
texts, generally couched in a loose and inaccurate terminology, regu- 
larly contains serious misconstructions of fundamental Freudian 
concepts. Sexuality, of course, must be relegated to the background, 
lest the reader be offended or perhaps frightened. Finally, the author 
of your popular treatise rarely omits, by way of conclusion, to survey 
his work and to find it very good indeed. 

The title of Baudouin’s book is decidedly intriguing, but the con- 
tents are disappointing. The translators devote the greater part of 
their preface to an affirmation of Baudouin’s rare qualifications for 
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authorship and to a proclamation of the unusual merits of his book. 
The reader is told in no uncertain terms that ‘‘the ‘interpretation’ 
Freud has supplied for dreams, Baudouin achieves for the imagery of 
the artistic creator’’. We regret that we cannot concur. We fail to 
see in Psychoanalysis and Aisthetics anything more than an attempt 
—and, in our opinion, a not very successful attempt—to elucidate 
psychoanalytically the poetic symbolism of Emile Verhaeren. 

In an introduction, some thirty-four pages in length, the author 
discusses the general aspects of symbolism. As we read through his 
introduction, we gradually sense the peculiar tone of the book. We 
become aware, on the one hand, of an inclination to apply Freudian 
formulations, and, on the other hand, of an unwillingness to accept 
them. This spirit of ambivalence pervades the whole book and affords 
some curious contrasts. On page 24, for example, the author suggests 
minimizing the réle of the sexual in repression, evidently hoping, as 
the context implies, to mollify the resistances of his readers—‘‘we 
shall make our ideas more digestible . . .’’ But on page 111 he 
apparently advocates a frank recognition of sexual factors. On 
page 32 the existence of ‘‘dissident sects’’ (psychoanalytic) is noted ; 
yet Freudian and post-Freudian (Jungian, Adlerian) terms and 
viewpoints stroll hand in hand through the pages as if they were quite 
compatible, reconcilable, and interchangeable. On page 205 the 
Freudian implications of the C{dipus complex are discussed, only 
to have their significance so toned down that, on page 206, the reader 
is told to elect some other explanation, should he find the Freudian 
one unacceptable. The choice seems to be left a matter of personal 
taste. That the author’s concern about the emotional reaction of his 
publie is partly a projection can be learned from page 20. Here, 
although he deprecates the attitude of many French scientists toward 
Freud, he proceeds to invoke that famous bogy—the danger of psycho- 
analysis—and to tremble lest scientific method perish at its hands. 
In addition, the frequent appearanve of technical psychoanalytic 
terms in quotation marks lends an as if quality to this work. 

Baudouin attempts to approach the problem of Verhaeren’s sym- 
bolism by using Ribot’s concepts of condensation and transference as 
points of departure. Within a very few pages he summons Freudian 
formulations to his assistance, and it is essentially from this angle 
that he proceeds. But soon compromises with the Freudian notion of 
the symbol creep in. On page 27 we are told that ‘‘the symbol is 
often the expression of the subject’s unconscious’’. (Reviewer’s 
italics.) Soon (page 28) the symbol becomes a poetical comparison, 
an emblem. On page 226 a distinction between ‘‘a stoek metaphor, a 
mere comparison’’ and a symbol is apparently accepted, but this is 
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entirely nullified by the view expressed on page 298: ‘‘The diversity 
of metaphors prevents the symbol from becoming an allegory.’’ This 
shifting of position must be very confusing to the lay reader. 

Now there are, to be sure, a number of forms of figurative repre- 
sentation (allegory, emblem, metaphor, sign, simile, symbol, and so 
forth). But psychoanalysis asserts that the symbol is an unique form 
of comparison, generally distinguished from all other types by unmis- 
takable characteristics. It is unnecessary either to describe these 
features or to offer a justification of this differentiation here. Those 
interested are referred to ‘‘Die Bedeutung der Psychoanalyse fiir die 
Geisteswissenchaften’’ by Rank and Sachs and to Ernest Jones’ The 
Theory of Symbolism in which the validity of this contention has 
been ably demonstrated. Baudouin’s bibliography, incidentally, con- 
tains no reference to these two essays. It is sufficient for the purpose 
of this review to point out that symbolism in the Freudian sense 
involves an unconscious comparison. The so-called symbols described 
by Baudouin are all too frequently comparisons on a foreconscious 
level. Thus (page 264) ‘‘gold . . . symbolizes life in all its wealth 
and fruitfulness’’. This is a typical application of the symbol concept 
in a non-Freudian sense. 

In a short final chapter, the author announces (page 294): ‘‘We 
are now ready to outline a psychology of art.’’ He evidently feels 
(page 295) that he has penetrated ‘‘into the most intimate recesses 
of Verhaeren’s soul’’. It seems to us that he has, too frequently, con- 
tented himself with an exposition of the more superficial foreconscious 
aspects of the interesting material at his disposal, and so has failed to 
reveal much of its deepest unconscious significance. Hence he is 
searcely in a position to amplify what psychoanalysis has already con- 
tributed to the understanding of artistic striving and esthetic feeling. 
His own opinion of his book appears on page 307: ‘‘We claim no 
merit for having brought our analysis to so satisfactory a conclusion.’’ 


Monroe A. MryveEr. 
New York City. 


Our Enemy THE Cump. By Agnes de Lima. New York: Republic 
Publishing Company, 1925. 288 p. 


The title of this book is most suggestive; there is literally no end 
to the discussion that might be offered upon it and it would well-nigh 
cover the field of mental hygiene. From the time of conception until 
he is grown, the child thwarts the plans and ambitions of those who 
are responsible for him, and so produces the problems with which 
everyday life has to deal. The writer, however, confines herself to 
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the educational phase of the problem, and her book is a useful sum- 
marization of present-day educational systems. It is most readable 
and interesting. There is a manifest effort to give a fair and 
impartial account of each plan described and to note points that have 
been open to criticism. 

The book seems to suffer somewhat from the lack of first-hand 
experience on the part of the writer in regard to some of the subjects 
discussed. In the chapter on mental testing, she seems to go beyond 
her depth. This chapter is not well organized and it is logically 
unsound. Such conclusions as are finally reached owe whatever 
validity they possess to their independence of the faulty premises. 
Criticisms of the platoon system are a priori rather than the result of 
experience. The writer fails to point out the hopeless confusion of 
the little child who is shifted from teacher to teacher. 

Further experience with the individual instruction plans will no 
doubt force the realization ‘that the child who must be poked and 
prodded along the way of the three R’s in order to be promoted must 
be urged even harder to reach the standard of perfection in one task 
necessary to earn the right to attempt the next harder task of the 
series. However, the author correctly concludes that experience with 
these plans will doubtless lead to modifications that will tend to meet 
the a priori objections she does cite, and this conclusion may well be 
applied to the weakness of the method which she fails to point out. 

A more fundamental error is perhaps the failure to see that results 
such as are obtained by a method in the hands of highly selected 
teachers, working under exceptional conditions, can hardly be expected 
to follow the use of the same plan in the hands of the rank and file of 
overworked, bored, uninspired teachers, working to meet the demands 
of supervisors of the same type who in turn are trying to satisfy 
administrators who are concerned more with the job of building up a 
strong organization than with the education of individuals. 

Finally, to a non-New Yorker, parts of the book appear a bit 
provincial. The faults of intelligence tests are, one finds, the faults 
of the specific intelligence tests used in New York schools. Labor and 
the new educational movements mean labor and the new educational 
movements in New York. In spite of these few points which appear 
open to criticism, the little book is making a timely appearance and 
should be of inestimable value in mothers’ clubs and teachers’ study 
groups. The child must be liberated. 


M. L. Stirruerr. 
Child Guidance Clinic, St. Paul, Minnesota. 
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SarecuaRDING CHILDREN’s Nerves; A HaAnpsook or MENTAL 
Hyerene. By James J. Walsh, M.D., and John A. Foote, M.D. 
Philadelphia: J. B. Lippincott Company, 1924. 272 p. 


This book contains a valuable collection of practical and helpful 
suggestions with regard to the mental health of childhood. In putting 
it together, the writers have ever had in mind the common and per- 
plexing inquiries of parents which daily confront the family doctor, 
the pediatrician, and the health worker. These inquiries are treated 
specifically in such chapters as: (II) The Nervous Child; (III) The 
Spoiled Child; (IV) Misunderstood and Different Children; (V) The 
Bogy of Heredity; (V1) Vital Foods and the Nervous System; (VII) 
Nursing and the Nurse; (VIII) Rest and Fatigue; (IX) Recreation 
in Theory and in Practice; (X) Discipline and the Nervous Child; 
(XI) Nerves and the Sick Child; (XII) Habits, Good and Bad; 
(XIII) Some Abnormal Habits of Childhood; (XIV) Habit Spasms 
—Tics; (XV) How Dreads and Dislikes are Formed; (XVI) Back- 
ward Children. 

The chapters are short, but compact with facts rather than theories. 
The data is presented in a readable, story-telling manner that is 
simple enough for the average mother and busy physician to grasp 
easily and remember with interest. To the more initiated also this 
book has a strong appeal in that its contents are based on a firm 
scientific foundation. For example, in the chapter entitled The Bogy 
of Heredity, one finds an adequate and substantial presentation of 
the contributions of Darwin and Mendel compared with the most 
recent work of Conklin. The deductions are well illustrated from 
practical examples of human experiments with nature in the past and 
present. The influence of environment is not slighted, and the reader 
is left to draw his conclusions from facts rather than from the 
prejudiced opinion of any one point of view. The topics of rest, 
nutrition, and play reactions are sanely covered without the usual 
pediatrician’s overemphasis on such matters as panaceas for all 
nervous manifestations of childhood. Accompanying the biological 
hygiene of early childhood is a careful and intelligent discussion of 
its psycho-biological aspects. Again, one finds a well-balanced com- 
bination of medical and psychological understanding. For example, 
‘the nerves’’ of childhood are not considered solely as the function- 
ing of little white strings that come down from the brain; neither is 
one forced to consider them through the complex medium of ‘‘cell 
memories’’ and ‘‘refinements of standardization’’. The behavior of 
childhood is treated quite simply as a functioning of the individual 
as a whole. Habit formation, early guidance in training, environ- 
mental influence on the emotional life are frankly reviewed with con- 
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crete suggestions as to management of the many problems of infancy 
and early childhood that arise from these sources. 

While this book makes no attempt to deal with the specific devia- 
tions found in atypical children, it does not ignore their existence. 
In dealing with the backward and defective child, the authors call 
attention to the necessity of early recognition of special training with- 
out becoming involved in the intricacies of educational methods which 
are not within their province. 

Safeguarding Children’s Nerves would undoubtedly make a better 
appearance without the pictorial illustrations borrowed from the 
American Child Health Association. These illustrations, while excel- 
lent as poster material, for which purpose they were designed, detract 
from the dignity of the book. A bibliography would also enhance its 
value as a standard contribution to the literature of mental hygiene. 


Estuer Lorine RIcHArDs. 
Johns Hopkins University.’ 


PRATIQUE S£MIOLOGIQUE DES Mauapres MENTALES. By Paul Sollier 
and Paul Courbon. Paris: Masson et Cie, 1924. 457 p. 


If one is looking for a presentation of psychiatry from the dynamic 
standpoint, or with a Freudian flavor, one will be disappointed in the 
work of Sollier and Courbon, nor will one find much discussion of the 
newer ideas expressed by Bleuler or Kretschmer. In fact, the authors 
are a little out of sympathy with a tendency to create a new nomencla- 
ture, saying, ‘‘Za manie du néologisme semble avoir passé du camp 
des aliénés dans celui des aliénistes.’’ 

The whole work seems to have national limits, the authors being 
quite satisfied with the standard French conceptions. It has, however, 
a number of distinct merits which are sufficient to recommend it for 
perusal and study by all who are interested in psychiatry. 

The plan of exposition, as indicated in the title, is what the French 
would call the semiological—that is, the presentation of the symptoms 
with the discussion of these symptoms and the conditions in which 
they are most likely to be found. In the preface the authors state 
that the book is addressed to practitioners and students of medicine 
rather than to psychiatrists. In their presentation they attempt to 
‘*follow the logical order of the clinic’’—that is, to outline the ex- 
amination of the patient, including all the systems of the body, 
physical and mental, as well as the history. 

The value of the work—and the reviewer believes it is a distinct 
and important value—consists in the careful description of clinical 
symptomatology, all written in a simple, easily understood, and 
concise style. The description of various symptom complexes can be 
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read with great gain. Thus, the authors divide their depressions into 
the following classes: simple melancholia, delusional melancholia, 
anxious melancholia, melancholia with stupor, religious melancholia, 
melancholia with ideas of persecution, and hypochondriacal type of 
melancholia. Under each of these headings one will find clean-cut 
descriptions of the syndrome, which cannot but make one observe one’s 
own cases with more clarity. Such descriptions also tend to make one 
less well satisfied with a few diagnostic pigeonholes. One is reminded 
of how many differences and kinds there may be of depressions, excite- 
ments, paranoidal reactions, and the like. 

For the teacher and for the student, the book is a storehouse of 
neat definitions, all couched in simple language, practically all being 
given in French terms rather than in hybrid Greek, Latin, or German, 
and easily translatable into simple Anglo-Saxon terms. 

Deseriptions of mystical ideas of different varieties—such as pure 
mysticism, mystical delusions of a melancholic variety, mystical delu- 
sions of a persecutory form, delusions of spiritualistic or mystical 
type—with discussion of these ideas occurring in states of mental 
confusion or weakness, are rather interesting variations from the 
usual description of these matters as merely delusional. 

In dealing with ideas of grandeur, the authors call attention to the 
possible division into true grandiose ideas, ideas of power, force, with 
or without euphoria or exalted mood; ideas of pride and ambition; 
and ideas of infinity, of eternity, of immortality, of immensity. 
Descriptions of the various types of obsessions, impulsions, fears, and 
the like, are all clearly portrayed. 

In general, one comes away from reading the book feeling that one’s 
ideas of descriptive psychiatry have been greatly enlarged, that one 
is able to formulate ideas and to describe symptoms and syndromes 
more clearly. One can define one’s meaning better. The reviewer 
feels that a few hours given to study of this work will be well repaid. 


H. C. Sotomon. 
Boston Psychopathic Hospital. 


A Psycno.tocicaL Stupy or IMMIGRANT CHILDREN AT ELLIS ISLAND. 
By Bertha M. Boody. Baltimore: Williams and Wilkins Com- 
pany, 1926. 163 p. 

A thoroughly adequate review of this study would require the 
attention of a person who combined in one many human services and 
interests, with a fund of sound, widely ranging information. Coming 
to the book with the somewhat unavoidable viewpoint of the clinical 
psychologist, one early reaches the conclusion that the one thing not 
obtainable under present conditions is definite facts with regard to the 
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mentality of the many nationalities streaming into the country, since 
they are impossible to secure in a short time in the stress of a busy 
immigration station. The necessity for helping these wayfarers to 
reach a destination, settle a home, join a relative, as quickly as the law 
allows, rightly overshadows even the most intelligent desire to know 
more exactly the mental equipment of our future citizens. Neverthe- 
less, with a fine, frank understanding and expression of the limitations 
of such a study, it was undertaken as a suggestion, if not a finality. 

The immigrant group presents, first, a selection from the country 
of birth and, second, a selection by the United States of those per- 
mitted to enter—the latter restricted as to quantity and quality, 
stipulated by law and operating under the physical and emotional 
conditions peculiar to an immigrant station. These conditions are 
admirably described and their possible influences recognized in a way 
most heartening to those who watch, rather despairingly, reports of 
psychological studies that are only a series of psychometrics with no 
psychology in them. 

The first five chapters of the book concern themselves with a 
recapitulation of previous important investigations of the mentality 
of the immigrant, a review of the laws on immigration with their 
observable results, and an extremely careful description of the pro- 
cedure at Ellis Island, with an interpretation of certain steps and 
devices in the procedure as well as its effects on the emotions and 
attitudes of the immigrant group. 

Given this background, the reader enters upon chapter six, which 
describes the study proper. This was undertaken during two suc- 
cessive summers. The period of August and September, 1922, was 
partly a preliminary tryout, but included also a survey of a very 
young group, ranging from four to nine years of age. The older 
group, from eight to sixteen years of age, was studied in July and 
August of 1923. In each group approximately twenty-five nation- 
alities were represented, but the individuals in each nationality group 
varied from day to day, owing to the departures and new entries. 
Naturally, the conditions of the study were not scientifically con- 
trolled, as the routine of the Island had to be strictly maintained. 
Therefore, the proportion of any nationality to the whole group 
varied, the proportion of boys to girls was not constant, neither was 
the age range fixed or the total number of individuals in the group 
from day to day. 

Admitting the inconclusiveness of the study under discussion, there 
seems no good reason why a more prolonged investigation should not 
be undertaken, provided the authorities are convinced of its value. 
As one often has to find substitutive methods, the impossibility of an 
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intensive period of work under constant conditions indicates the 
feasibility of an extended study which would in the long run equalize 
the nationality groups in number, sex, and age distribution. 

The older group, studied in 1923, was taken from the school main- 
tained on the Island for the benefit of the detention group, but, as the 
attendance is voluntary, the older group is a selected representation 
of the detention group. Furthermore, some nationalities, as the Ger- 
man, Hebrew, and Polish, were evidently detained in greater numbers 
than others; some nationalities had very few children in the immi- 
grant group as a whole—the Scandinavian, for instance; and the 
very fact that it was a detention group is a selective factor. Exactly 
how this selection operates is not definitely known, as people are 
detained for many reasons—sanitary, financial, legal, and diplomatic. 

The tests used had to be non-language, and note that that means 
non-language directions as well as performance. The individual tests 
chosen were non-language material from the Binet-Simon scale, others 
from the Merrill-Palmer scale of Mrs. Woolley, and an original color-, 
form-, and size-discrimination test. In addition, the Army Beta was 
given to 251 children in small groups under regular army-test 
procedure. 

The results of each test were listed under nationality, sex, and age 
factors; the general, though tentative, conclusion seems to be that one 
differentiates, by these tests, among individuals, not races or nation- 
alities, and that selection of immigrants ought to be on that basis. 
Psychologists and economists have been saying that for years, of 
course, but it is stimulating and forceful to have it said again with 
all our war and post-war testing experience behind us and the racial 
myths slowly dying out. 

The seventh chapter is devoted to a review of the immigration law 
of 1924, with a forward-looking note as to its application and prob- 
able results. 

If any thought is given to the problem at all, many questions arise 
as to the methods, validity, and reliability of the testing procedure as 
a selective measure. Actually, it is guesswork—though very intelli- 
gent guesswork—which has set the standards for entrance. The ques- 
tion is not what is the status of the average immigrant, but what, at 
the time of entry, was the status of our present-day successful foreign- 
born citizen? And that is precisely the question it is impossible to 
answer because of the difficulty in reaching the immigrant group once 
it has disbanded and spread through the country. The practical 
alternative has been to set a standard low in comparison with Ameri- 
ean norms, with the realization that there will be improvement of 
unknown amount after social and emotional adjustments have been 
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made, and, in addition, after regular attendance at school has been 
instituted for the children. 

The situation in the European countries varies so widely that, even 
under the unfavorable testing conditions at Ellis Island, the influence 
of schooling is seen in the tests of Scotch, Finnish, and Welsh children, 
as compared to the unschooled country children of South Wales. 
What do we know of the respective amounts of improvement to be 
expected from their American training experiences? Ought the 
standard of entry for each nationality, then, to be the same? Or 
ought the standards to differ according to educational and occupa- 
tional opportunities, regardless of nationality? The results of the 251 
Beta scores compared with the scores of a ‘‘recently landed’’ group 
tested by the author in a Baltimore school show that 105 of the immi- 
grating group fell below the average of the latter group. The influ- 
ence of schooling and social adjustment is obvious, as Dr. Boody points 
out, but in addition one would want to know how representative the 
detained group is of the whole group, how many of the 251 were 
finally admitted, how many deported, and why. 

Another serious question is how much mental instability among the 
foreign born could be avoided by increased attention to the immigrant 
problem, not only from the economic and social, but also from the 
mental-hygiene, point of view. Institutional reports quoted in this 
book show the large number of recently landed immigrants hospital- 
ized for mental disturbances. 

It seems worth while to devote considerable time and to expend 
considerable energy in an official experimental attempt to avert the 
onset of preventable emotional disturbances, as well as to increase our 
ability to detect the unpreventable. It would be valuable to have the 
reaction of psychiatrists and of social workers affiliated with organiza- 
tions that deal particularly with immigrant groups to the possibility, 
practicability, and value of such a program. 

JEANETTE REGENSBURG. 

Bureau of Children’s Guidance, New York City. 


G. Srantey Haut: A Brograpuy or a Minn. By Lorine Pruette. 
New York: D. Appleton and Company, 1926. 267 p. 

Dr. Pruette’s book may well set a new style in the writing of 
biography, provided other biographers have sufficient blending of 
scientific attainment and literary talent to follow her example. The 
titular claim that this is ‘‘a biography of a mind’’ is a modest one; 
actually, it is a study of personality and character development. The 
results of Dr. Pruette’s analysis are presented without that tedious 
detail which has encumbered many biographies written in the psy- 
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choanalytie vein. Just as she has swept aside chronological irrele- 
vancies, collecting them into a few pages as a sort of appendix for 
the more literal-minded reader, so she has been wise enough, also, to 
assume that her analytical methodology will be understood without 
the necessity of describing it. The product is a story of G. Stanley 
Hall which centers constantly around that fascinating figure, without 
excursions into other fields that have only an indirect relation to it. 

An essential feature of Dr. Pruette’s book is that through all the 
pages the picture of Stanley Hall stands out well-defined and com- 
plete. We do not glimpse the man in parts, which we must put 
together laboriously in order to have some conception of the whole. 
Even when we are seeing first one side of his personality and then 
another, in relation to the factors that molded it, we are always con- 
scious that this is only one aspect of the man, and we are prepared to 
have the scene change and show us another side of his nature without 
any sense of abruptness. It is this ability to understand him, and make 
us understand him, too, without destroying the feeling of complete- 
ness, that is Dr. Pruette’s finest achievement. Reading her book is 
much like sitting through a successive series of those famous seminars 
which she describes, where Dr. Hall would present one mood on a 
certain evening and the next an entirely different mood—changes 
that we recognized as signs of the rich complexity of his mental life, 
knowing that behind these surface alterations his kindliness and 
interest in the welfare of his students was constant and unchanging, 
though a lesser spirit than his might often have been troubled with 
the homely thought that he was casting pearls before the unap- 
preciative. 

Besides being a fitting tribute to a great man and a welcome addi- 
tion to biographical literature, Dr. Pruette’s book is also a contribution 
to psychology and mental hygiene. Biography very often furnishes 
data for the better understanding of the psychology of the individual ; 
this one goes beyond that, and also points to the lessons in mental 
hygiene which accrue from Hall’s own applications of his psycho- 
logical knowledge to his problems of mental adjustment. His appre- 
ciation of the Puritan strain within his make-up, and his conscious 
adoption of paganism to balance it; his attempts to make an objective 
and scientific study of his personal problems rather than to nurse his 
peculiarities until they became hampering temperamental traits—if 
these were the only illustrations of mental-hygiene principles in the 
book, it would be worth reading by all students of this subject. But 
his whole life was rich in similar trends; some of these Dr. Pruette 
definitely indicates, others she leaves for the reader to deduce for 
himself. Whatever else may be said of Hall, as the years pass, he will 
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certainly not lose the reputation of being one of the greatest mental 
hygienists among educators. He saw his own deficiencies and tried 
to shape his acts to overcome them; he saw the ills of contemporary 
education and tried to correct those; he had the rare gift of sympathy 
and insight for his students and tried to help them to become better 
mental hygienists for themselves. In this, at least, all educators might 
learn a great deal from Dr. Pruette’s biographical sketch of Hall. 
PHYLLIS BLANCHARD. 

The National Committee for Mental Hygiene, 

Demonstration Child Guidance Clinic No. 1. 





MoneREL Virainians; THE Win Tribe. By Arthur H. Estabrook 
and Ivan E. MeDougle. Baltimore: Williams and Wilkins Com- 
pany, 1926. 205 p. 

While the first word of the title of this book—‘mongrel’’—may 
be scientifically applied to the results of interbreeding between human 
races, its implication, on the whole, derived as it is from the breeding 
of dogs, is unfortunate and rather offensive. Its usual association in 
the average mind with an inferior and no-account dog makes its use 
in an ostensibly scientific publication prejudicial to a dispassionate 
consideration of the subject. This, of course, is a matter of no great 
importance except that it makes a bad beginning for a book that asks 
for scientific consideration. 

The book deals with the social, cultural, and mental traits of a 
group of between 500 and 600 individuals living in the foothills of 
the Blue Ridge Mountains in Ab County, Virginia, and representing 
an intermixture mainly of white and Indian, but also of Negro. ‘‘One 
mission school of a church has furnished practically the only educa- 
tion offered to these folks. . . . The one dirt road which cuts the 
area into halves becomes impassable in winter except by horseback. 

The white folks look down upon them, as do the Negroes, and 
this, with their dark skin color, has caused a segregation from the 
general community. . . . They live generally in log houses or 
rough shacks. . . . They are mostly renters on the land. 

Their main source of income is from tobacco raising on shares.’’ 

There then follows an account of the various individuals of the 
group, dividing them into the descendants of various individuals, 
some of whom date back to the latter part of the eighteenth century. 
The information upon which the account is based apparently was 
secured mainly from the people of the church settlement and from 
the rather prejudiced people of the community surrounding them. 
Statements like the following appear all the way through the book: 
‘She has no characteristics of an Indian whatever and gives the 
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appearance of ‘a mean white woman with a little Negro in her.’ ”’ 
‘*He was a typical Indian in physical traits and always worked hard 
as a renter, later acquiring a little land; ‘never amounted to anything 
and was no ’count.’’’ (It is hard to reconcile the first part of this 
statement with the last.) Further, ‘‘He was very ignorant and not 
bright intellectually.’’ (He had no schooling whatsoever.) Of a 
man born in 1837, they make the statement, ‘‘He was uneducated and 
not particularly bright mentally.’’ (On what basis of information?) 
‘*Tehabod Ross, a brother of Levan, has much the appearance of a 
‘darky with thick lips’, and is generally repulsive looking. He is 
industrious, a bully, and disliked by many.’’ Frequently the follow- 
ing statement is made of an individual, ‘‘He had no schooling, and 
never learned to read and write.’’ It would be rather miraculous if, 
under the circumstances, such an individual did learn to read and 
write. 

Some idea of the attitude of one of the informants may be gathered 
from this statement, ‘‘She was taken into the home of the pastor of 
a church in Ab County as a maid and did very acceptable domestic 
service, but spent her evenings in immoral practices, a fact which 
would not be believed by the pastor until he became aware of the fact 
that she was pregnant, when he forced her to marry the father of the 
child. [The italics are my own.] The latter is a white man, aged 
about forty-five, an ex-soldier with none too savory a reputation.”’ 
Evidently the judgments passed by such a man on people would be 
largely based on his religious and moral prejudices. With intermit- 
tent and very little schooling, with teaching often of an amateur kind, 
with time off for doing work in the fields, it is not surprising that what 
is said of the Wins is true, to wit, ‘‘She knows things one day in 
school; on another knows nothing. This is characteristic of many of 
the children in sechool.’’ Most of the characterizations decidedly 
impress one as being based upon information obtained through gos- 
sipy and prejudiced neighbors. 

The only psychological tests that seem to have been made were as 
follows: ‘‘The Stanford revision of the Binet-Simon test was given 
to eleven children during the winter of 1923.’’ The highest mental 
age secured by any child in this extremely small group was 9.2 years 
by a child of 11.5 years. The lowest was that of an individual who 
tested mentally 6.5 when fourteen years old. ‘‘Language difficulties 
did not interfere with the giving of the tests.’’ Just before this the 
statement is made, ‘‘It is difficult to analyze the work of the school 
at the present time because of the irregularity of attendance on the 
part of the children. There are children of all ages in the same grade 
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and there is lack of personnel and equipment to divide the children 
into groups.’’ 

There seems to be a large amount of sexual immorality in this group. 
Not only are they free with one another, but white men from the 
neighboring communities come in to help the matter along. Yet one 
is not impressed with the reliability of the information given to the 
authors: ‘‘A feebleminded boy of twelve with a mental age of 6 told 
the writers all about the illegitimate children of one of the Win 
women and who the fathers were.’’ My own acquaintance with boys 
with a mental age of 6 makes me question very strongly either the 
authenticity of the information given or the actual mental age of the 
source of information. Either one or the other is incorrect. 

It is interesting to note that ‘‘intemperance and drunkenness are 
not found to any great extent among the Wins’’. The explanation 
that ‘‘the economic level of the Wins is too low to offer a market for 
bootleggers from the outside’’ does not, of course, explain the lack of 
alcoholism. Very few groups are so low that they do not know how 
to produce alcohol for themselves. 

And marvelous to relate, there is ‘‘little or no venereal disease 
among the Wins’’. This throws a degree of doubt upon the amount 
of prostitution amongst them. Studies of prostitutes all over the 
world show a vast amount of venereal disease. In the records given 
by the authors, the term, ‘‘prostitute’’, appears in relationship to a 
great many of the women. This does not mean that prostitution may 
not occur without venereal disease, but it is decidedly unlikely. 

I doubt very much that the statements on tuberculosis which the 
authors make are worth anything. ‘‘The death records of the Wins 
have been very meager and previous to 1912 no mention is made of 
the cause of death in the few records that do exist. These few rec- 
ords, with the information from the people, show that sixteen of the 
Wins are known to have died from tuberculosis and two more prob- 
ably from the same disease. There are two adults now living known 
to have the disease and three other suspected cases. These figures are 
based on general knowledge, not on the results of any regular examina- 
tions.’’ If the other facts have no better basis than this, little can 
be said for the study. 

Accepting the book, however, on its face value, it merely reiterates 
what has been shown many times—that people living in a secluded 
community, out of the tide of cultural civilization, with no access to 
schools and a very low economic status, are apt to be primitive in 
mentality and primitive in morals. That the study shows anything at 
all about the results of inter-racial marriages can be definitely denied. 
In the first place, the white women who intermarried in the group 
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were, according to the records, of low order, as were the Negroes, since 
the more intelligent white women and the more intelligent Negro 
women kept away from the community. 

In the second place, at the end of the book, some very brief state- 
ments are given about other mixed groups—for example, the Rivers, 
and there is nothing in the history which shows anything pathological 
about this very much larger group than the Wins. Whether the low 
mental and social status of the Wins is due to the economic and 
social status surrounding their lives, or whether their economic and 
social .cireumstances are due to their low mental level, cannot be 
decided on any of the data presented. Furthermore, there are plenty 
of instances of groups that are pure white, and Nordic white at that, 
living in isolated communities, whose general status, socially and 
mentally, is certainly as low, if not lower, than that of the Wins. The 
hill folk of Kentucky and Tennessee, as well as numerous other white 
groups, furnish excellent examples. 

Consequently, nothing has been proven about racial intermizture 
from this study, and, furthermore, nothing is proven about the causes 
of the low social and mental status of this group. If men like Daven- 
port and Estabrook want to prove anything as to the causes operating 
to produce such groups of low-grade people, let them take a little of 
the money now spent in investigating these groups—or let them get 
a little of the money that has been made in royalties by such writers 
as Wiggam, who exploit their scientific writings and researches—and 
perform a real experiment of social-biological importance. 

Let them take a few of the Win infants, immediately after birth, 
and, by an appropriate sum of money, obtain the consent of their 
parents to relinquish their care; let these infants then be placed in 
social groups and under social circumstances where they will have the 
full benefit of civilization, its schools, its hospitals, its workshops, and, 
above all, its mores. A few such experiments will be worth all the 
group studies that can be made from now to Domesday, and will 
prove something, whereas these studies are mere recountings of the 
same things over and over again. 


ABRAHAM MYERSON. 
Tufts College Medical School. 


Unmaskine Our Minps. By David Seabury. New York: Boni and 
Liveright, 1924. 429 p. 

The publishers of this book tell us that the author is a foremost 
authority in applied psychology and that in his book he has united 
the useful essentials of such contrasting leaders as Freud, Jung, 
Adler, Watson, McDougall, James, and so forth. In the preface the 
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author wisely states that the book is not meant to be used as a means 
of self-help by the exceptionally neurotic person (for whom he recom- 
mends the special assistance of the medical psychologist), but that its 
purpose is to give the average individual some of the knowledge that 
modern dynamic psychology has to offer as to the real nature of 
human motives, instincts, and emotions, so that the reader may, by 
self-exploration, strengthen the weak points in his personality and 
utilize all of his native powers. 

As the title would indicate, the book is written in everyday English. 
The use of technical terms is reduced to a minimum, and where they 
are used, they are quite well explained. The style is piquant, often 
dramatic. In the thirty-one chapters, the author discusses all the 
ills that mortal man is heir to, individually and collectively, and, like 
the physician in Samuel Butler’s Utopia, Erewhon, he places the em- 
phasis decidedly upon the mental side; the physical is relegated to the 
dim, distant background. Moreover, he is Freudian enough to state 
that three-quarters of human mentation takes place below the level of 
awareness ; hence the psycho-therapeutist must concern himself mostly 
with the unconscious mind. He cites from the case records of a 
certain Dr. Ess (leaving the reader to guess that probably the doctor 
is none other than the author) cases of promising careers blighted by 
childhood conflicts which in turn had their origin in the marital 
discord of the parents; of a twenty-year-old chronic indigestion due 
to a repressed father hatred; of divorces caused by extreme parental 
devotion ; of failures in adult life because of inhibitions heaped on in 
childhood; of hyperthyroidism caused by an unsatisfied hunger for 
adventure. He pronounces many judgments, long familiar to readers 
of psychoanalytic literature. For example, censors and reformers are 
externalizing their own conflicts; ascetics are usually libertines at 
heart; our present laws are based not upon the actual needs of 
mankind, but upon those of a hypothetical creature. But he makes 
some statements in the form of definitely established facts, which, to 
put it mildly, are far from proven or even regarded as probable by 
most workers in this field. He states, for example, that feebleminded- 
ness is caused by mental conflict within the parents (can one imagine 
the original Mr. and Mrs. Jukes having intense inner struggles?) ; 
that repressed forces in the parents are transmitted to the offspring; 
that bitter memories cause aphasia (does he mean amnesia?). His 
optimism also is quite unwarranted: ‘‘Countless cases of alleged 
insanity will be cured, once the devastating power of memory is 
understood. ’’ 

Judging from the displays on newstands and the advertising matter 
in our popular magazines, there is a large class of people who are 
trying to resolve their conflicts by various systems of alleged mental 
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and physical cultures or ‘‘pathies’’. If the garnished brand of 
psychology that the author offers in this book will succeed in luring 
away a percentage of these individuals from such false prophets, it 
will accomplish a good purpose. But for the more serious-minded 
reader, the one who wishes to learn what the new psychology has to 
offer, either as a matter of knowledge or to assist in a better personal 
adjustment, the reviewer would recommend the last few pages of the 
book, wherein the author gives a really good bibliography. 


H. L. Levin. 
Buffalo State Hospital. 


Tue Doctor Looxs at Lirz. By Harold Dearden. New York: 
Doubleday, Page, and Company, 1924. 183 p. 


The flood of books dealing with psychological cure-alls has been 
large since the Great War. From London we get The Doctor Looks 
at Life, obviously Doctor Dearden’s attempt to bring to the nervously 
ill his method of diagnosing and treating their disorders. It is always 
difficulty to project personality upon the printed page, and the ability 
clearly to do so is what makes a delineator of character great, 
mediocre, or a failure. 

Doctor Dearden has started his book with chapters entitled, The 
Need for a Technique, How the Mind Works, and Instincts and 
Habits, all of which contain material that is interesting and helpful 
and based on sound psychological data, if withal rather well known 
from frequent discussion by previous authors. The later chapters— 
The Emotions, Sterile Emotions or Day-dreaming, and Effect of Mind 
on Body—are the best of the book, especially the first, which gives 
us a very excellent picture of emotional fluctuations, their dangers, 
and, more especially, advice as to how to direct emotions into con- 
structive paths. 

In the chapter on sterile emotions or day-dreaming, a very worth- 
while point is made of the danger of admitting into a court of law 
records in diaries. Such records notoriously contain many of our 
hopes and aspirations and usually little of pure fact, and yet we are 
accustomed to see such phantastic evidence admitted as fact in a 
legal case upon which the fortunes of many persons may hinge. 

Effect of Mind on Body is a very strong presentation of the value 
of a sustained effort to cultivate constructive emotions and thereby 
to build a personality of courage and optimism. Many helpful hints 
are given as to how to do this. 

Religion and Psychology represents an earnest attempt to demon- 
strate the value of religious faith in character building, but it is 
verbose and unconvincing; in fact, it has done so feebly what has 
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been better achieved by many other writers—notably Fosdick in this 
country—that it might much better have been left out. 

The chapter supposed to deal entirely with treatment is again vague 
and full of comparisons, many of which are rather far-fetched. 
The author discards suggestion and psychoanalytical methods of treat- 
ment and relies upon his own method, which he has divided into 
three parts: (1) diagnosis, (2) convincing the conscious intelligence, 
and (3) appeals to the subconscious mind. With the first part of 
his method we have no difference of opinion. A careful physical 
examination is always a sine qua non of diagnosis, and after that 
come knowledge of and interest in human beings plus experience. 
What more could we ask for diagnosis? With the second and third 
components of treatment, we have a distinct ‘‘conflict’’. The author’s 
exposition of them is again in the nature of airy persiflage, uncon- 
vincing and unconstructive. To tell a neurotic patient ‘‘that for 
what he is to-day he is himself responsible, and that in his own 
hands lies entirely what he will be in the future’’, is, perhaps, 
sufficient commentary to make clear my criticism of this chapter on 
treatment. What the patient is to-day may be the result of a long- 
continued struggle with poverty, infidelity, or medical mishandling, 
and to make such a patient shoulder the whole burden of the result 
of misadventure seems hardly calculated to soothe the mind or 
strengthen the nerves. 

The concluding chapter, on physical training, brings us to a treatise 
on rhythmical gymnastics as the most important adjunct to the 
system of psychotherapeutics outlined above. It is this last chapter 
that makes us feel that the author of the book is a faddist who dresses 
up well-recognized methods of treatment of the psychoneurotic in 
garments of old materials with new names and cuts. 

The book starts off well, encourages us to believe that we will 
find a new key to treatment for our nerves, grows wordy and vague, 
and leaves us startled and uncertain. 


Arruur H. Ruaaues. 
Yale University. 
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NOTES AND COMMENTS 


LEGAL AND ADMINISTRATIVE ASPECTS OF PsycHIATRY IN SomE 
European CouUNTRIES 


The following summary of legal and administrative provisions for 
the treatment of mental patients in six European countries was taken 
from the Journal of Mental Science for July, 1925, where it appears 
as part of a report of the Medico-Psychological Association of Great 
Britain and Ireland to the Royal Commission on Lunacy and Mental 
Disorder. It was based on replies to a questionnaire sent out to 
corresponding members of the association in the countries in question 
and was compiled by Lieutenant-Colonel J. R. Lord, superintendent 
of the Horton Mental Hospital and co-editor of the Journal of Mental 
Science. 





FACILITIES FOR EARLY TREATMENT OF OCCURRING MENTAL DISORDER 



































France.—There is no provision at present under the French law for a mental 
patient, on his own request and apart from his relatives and friends, to receive 
treatment in a mental hospital, but in the new lunacy bill now before the French 
parliament this is being allowed for and will be known as ‘‘spontaneous intern- 
ment’’, A mental patient desiring treatment or not unwilling to be treated can 
only be received in a mental institution by the action of his relatives or friends, 
who effect what is known as ‘‘voluntary internment’’ (un placement volontaire). 
This method of placing mental patients under care is applicable whether the 
patient is willing or not, and will be described later. Many uncertified cases are 
treated in special departments attached to the general hospitals. 

Dr. Henri Colin (vide Journ. Ment. Sci., October, 1921, p. 461) says: 

‘*The treatment of the psychopathies is at the present time imperfect. It only 
concerns itself with conditions of confirmed insanity, which has reached a stage 
when the chances of cure are restricted. The irksome formalities, and in a certain 
measure vexations, of certification keep the milder cases away. The asylum in 
its present form is expedient only for the dangerous and incurable insane.’’ 

Referring to treatment of voluntary or uncertified patients he says: 

‘*In France, the law of 1838 is silent on this point. It did not foresee clinics 
for uncertified patients, any more than it foresaw family colonies. Now family 
colonies exist in France, and prosper. It will be the same with uncertified clinics; 
and already at Fleury-les-Aubrays, near Orléans, services exist where the patients 
ean enter voluntarily. Thus nothing prevents the generalization of the system.’’ 

The following reply was sent by the Société Clinique de Médicine Mentale 
to a letter from the Minister of Health on the subject of the revision of the 
lunacy law of 1838: 

‘*The expression ‘mental affection’, the meaning of which is wider and less 
precise than that of the expression ‘mental alienation’, denotes mental alienation 
and also other morbid states characterized by mental troubles. Those persons 
suffering from mental affections ought to be regarded as alienated— 
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*€(1) Who compromise public order. 

**(2) Who are, or may become, dangerous to themselves or others. 

‘*(3) Who, incapable of properly managing themselves, or of supplying their 
needs, do not receive from their immediate entourage or from public assistance 
the supervision and care that their condition renders absolutely necessary. 

‘*Thus, only the alienated, to the exclusion of other patients afflicted with 
mental disorder, ought to be the object of legal measures restrictive of individual 
liberty. 

‘The substitution of the expression mental affection for the expression mental 
alienation might have the consequence of improperly extending these measures. 
There is thus cause for avoiding such a substitution. 

‘*Now patients suffering from mental affections in general, and not merely 
the alienated, deserve to be treated, and the law could extend the benefit of 
personal or voluntary placing to all mental affections. 

‘As far as this refers to the poorer classes, and if one excludes some hospital 
services of the large towns, the insane asylums are actually the only establish- 
ments for the treatment of mental affections in general, and there is nothing 
to hinder those persons suffering from mental affections, but not alienated, 
from being treated in the asylum, if they desire it, if they enter freely, if 
their stay in the establishment is medically justified, and if they leave freely, 
though not cured, upon the single condition that they are not dangerous. The 
opposition of the responsible physician to the discharge of a voluntary patient 
should always become the object of an immediate and careful inquiry analogous 
to that occurring on admission.’’ 

In France the lunacy law of 1838 has remained unchanged except for the 
emergency law of March 21, 1919, dealing with mentally afflicted soldiers. A pro- 
jected revision of the lunacy law was interrupted by the outbreak of war. 
In France, as in this country, there is a volume of opinion, both medical and 
otherwise, in favor of voluntary treatment of early cases of mental disorder 
uncertified, whether certifiable or not, in the wards of infirmaries (dispensaries), 
general hospitals, asylums, at special clinics (with laboratories), and by attend- 
ance at the out-patient departments of dispensaries and hospitals. 

In France, before a person can be sequestered as insane his insanity has to 
be proved, but Art. 510 of the Code Napoleon permits the ‘‘ family council’’ to 
take the necessary action. 

The law of 1838, like our existing lunacy laws, contemplates the treatment 
of all psychopathic cases under a form of certification. It has failed, however, 
in France as far as early treatment is concerned, and it seems likely that this 
will be effectively provided for in the revised law now before Parliament. 

Italy.—Voluntary admissions to psychiatric hospitals and provincial asylums 
are permitted. Such admissions are immediately notified by the director of 
the hospital to the attorney of the king (i procuratoré del re). 

Art. 53 of the regulations in the law relating to asylums and the insane reads: 

‘*When individuals of full age, being aware of their own condition of partial 
mental aberration, request to be received in asylums, the manager, in case of 
absolute urgency, and on his own responsibility, may receive them provisionally 
under observation, giving advice thereof within twenty-four hours to the 
attorney of the king, subject to reporting to him, by order of the tribunal, 
as in ordinary cases, and to the police authorities. The usual procedure follows. 

Professor Leonardo Bianchi, a member of the Italian Senate, said on June 9, 
1922: 


‘*Our law has been inspired by the desire for the public safety, and not 
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from the point of view of the hospitals. In obedience to our law, only those 
persons are admitted who are judged to be dangerous to themselves and to others.’’ 

‘*There are a large number of patients whose malady springs up acutely, for 
instance, those who are ill from intoxication or infection, typhus, malaria, or 
acute alcoholism, ete., which, if they were looked after at the proper time, might 
be eured very rapidly. Now as for the admission of these into the lunatic 
asylum, it is necessary to carry through the procedure either with the police 
authorities or with the tribunal; it is quite natura] that many families refuse 
to send their patients to asylums for the reason that the police authorities 
and the tribunal imprint an indelible mark on the honor of the family (even 
if this be only prejudice), and consequently, these patients remain in their 
own houses, either not cared for or badly cared for. 

‘*For this reason the malady often passes into a chronie state, and it is 
only then that the respective patients are admitted in the lunatic asylum, 
but it is perhaps too late for a rational treatment; for this reason it is necessary 
to make different arrangements for the admittance of these patients.’’ 

Spain.—Voluntary admissions take place, but the law regarding certification 
is afterwards carried out on the initiative of the patient. 

Holtland.—Patients, on application to the tribunal, can be received voluntarily 
at the asylums. They can be received without authorization at the official 
psychiatrical clinics. 

Psychiatrie clinies may receive certified cases without restrictions, but general 
hospitals are only allowed to accommodate two certified cases. 

Germany.—In Germany the care of mental patients is not regulated by a 
lunacy law common to the empire. Each federal state is governed in this 
respect by its own laws and by its government decrees. There is no special 
lunacy law in Prussia—only government decrees (a matter of ministerial 
administration). 

The Baden lunacy law of June 25, 1910, is said to be well thought out and 
the most enlightened. Another recent lunacy law in Germany is that of Saxony 
dated 1912. 

There appears to be ample provision for voluntary admission to all mental 
institutions either by the person afflicted or on his behalf by his friends. As 
regards asylums, the applicant for admission must produce papers of identification 
and guarantee payment of the cost of maintenance. 

Austria.—Voluntary admissions are permitted both to psychiatric clinics and 
asylums. The patient writes a declaration in the presence of two witnesses 
and the medical officer of the institution that he agrees to stay. 


CERTIFICATION AND ADMISSION TO MENTAL INSTITUTIONS. 


France.—In accordance with the law of 1838, there are two methods of 
placing the mentally afflicted under care in public and private asylums: 

(a) Voluntary internment (not ordered by the state). To effect this it is 
necessary to produce the following documents with the patient: 

(1) The demand for admission containing the name, occupation, age, and 
addresses both of the patient and the person effecting the internment. 

(2) A medical certificate (or several) giving mental state of patient and 
the reasons for internment. This certificate must not be signed by a medical 
officer attached to the receiving asylum, nor by one who is a relative or connection 
of the heads of the establishment or of the person effecting the internment. 

(b) Official internment is by order of the prefect of the department (in 
Paris, the prefect of police), and applies to any person whose mental state 
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compromises public order or the safety of individuals. In urgent cases mayors 
of communes can act and refer the same to the prefect within 24 hours. 

Judicial authority only intervenes when an insane person has broken the law. 

All admissions are notified to the prefect within 24 hours of admission, with 
a report from the medical officer of the asylum. 

Italy.—The internment of an insane person in an asylum takes place as a 
rule in two stages: (1) provisional; (2) confirmatory. 

A relative of the person to be interned, or the guardian, acting guardian, or 
trustee, obtains a detailed medical certificate from the doctor in charge of the 
case (who must not be a relative, even in the fourth degree, of the patient 
or of the manager or the owner of the asylum or nursing home selected, nor 
may he belong to such asylum or nursing home). He then proceeds to the 
magistrate, or, in communes which have not a district court, to the mayor, with 
four witnesses, who are not members of the family of the patient and are 
acquainted with the patient, if possible residing in the neighborhood of the 
latter, who have the legal position and are persons of good repute and worthy 
of confidence. The latter must confirm the statements written by the doctor, 
and the circumstances which lead to conclude the state of mental aberration 
of the individual. The ‘‘act of notoriety’’ arises in this way. 

Then, on the basis of the medical certificate and the ‘‘act of notoriety’’, 
the magistrate issues a ‘‘decree of provisional retention’’ in an asylum, which 
authorizes the manager to receive the patient. 

The manager immediately advises the attorney of the king of the internment 
effected, and within 15 days (if the diagnosis cannot be effected within this 
period, a further 15 days may be asked for and obtained, but not a day longer) 
it must be declared to the attorney of the king that the internment of the 
patient in the asylum is considered absolutely necessary (dangerous to himself 
or others). Then the tribunal issues and sends to the manager a ‘‘decree of 
definite retention’’. 

Spain.—The internment is in two stages: (1) provisional; (2) confirmatory. 

Two medical certificates are required for the former and the provisional order 
is made by the mayor. Other formalities prior to admission are the examination 
of the patient by the medical officer of health (subdelegado). The subdelegado 
seldom visits the patient, but always receives a fee for his signature and seal. 
Municipal practices vary, but the mayor, before he signs the order, usually orders 
further investigations by two municipal physicians, whose reports are confidential. 

After three months the order is confirmed if necessary by the judicial 
authorities after inquiry and reports from the medical director of the asylum 
and the medical adviser to the court of justice. The judicial authority means 
a judge sitting as in a civil suit. The application is first heard by a local 
magistrate, and notified in the official journal of the province 30 days beforehand. 

Hotland.—The internment is in two stages: (1) provisional; (2) confirmatory. 

The internment in an asylum is effected by the members of the family and 
an order from a cantonal magistrate. 

One medical certificate must be submitted giving the mental state of the 
patient and the need for internment. The order is effective for six weeks. 

At the end of this time the tribunal can extend the order to one year, which 
is renewable annually. 

Germany.—(a) Public clinies: The psychiatric and neurological clinics admit 
quite freely the mentally afflicted or people suspected of such, and no medical 
certificate or judicial order is required. As a rule a medical report accompanies 
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the case. They also admit without formalities persons ordered there for observa- 
tion by the civil and criminal courts and the police authorities for several reasons. 

(b) Public asylums, like the clinics, admit without formalities police and 
court cases. 

In the case of a patient for whom internment is necessary the following 
documents must be produced: (a) a police certificate as to the patient’s origin, 
family, and circumstances; (b) a guarantee or statement as to the payment 
of the cost of maintenance; (c) a written declaration of consent by the legal 
representative, or by the ‘‘competent authority’’; (d) one detailed medical cer- 
tifieate. The application as a rule is addressed to the ‘‘ provincial captaincy’’, 
which is the head of the provincial administration. The following persons are 
entitled to make such applications: (@) poor-law authorities; (b) the nearest 
relative or the legal representative (guardian or trustee of the patient). These 
provisions are not absolutely uniform in all states or provinces. There is 
no judicial authority required. 

The following extracts from the Bavarian codes of penal and civil procedure 
and police penal codes are interesting as illustrative of German lunacy procedure 
in certain cases: 


Section 18 of the Code of Penal Procedure 


For the preparation of an opinion on the mental condition of the 
accused party, the court, on the application of an expert, after hearing 
the defending counsel, may order that the accused person be conveyed to 
a public lunatic asylum, and that he be observed there. 

A defending counsel must be appointed for an accused person who has 
not one. 

Immediate objection can be lodged against this decision. (The effect 
of this is to defer its action.) 

The internment in the institute may not exceed the period of six 
weeks. 




























Section 656 of the Code of Civil Procedure 


With the consent of the applicant, the court may order that the 
person interdicted be brought for a period not exceeding six weeks 
into a curative establishment, if this appears to be desirable, according 
to medical opinion, in order to ascertain his mental condition, and if 
this can be carried out without detriment to the condition of health 
of the person to be interdicted. (Before the decision the persons referred 
to in section 646 should be heard as far as practicable.) 

Against the decision by which the internment is ordered, the person 
to be interdicted, the state prosecutor, and within the term granted to 
the person to be interdicted, the other persons mentioned in section 646, 
have the right to lodge an opposition immediately. 


Article 80 of the Bawarian Police Penal, Code 


Any one who, to the danger of persons or property, or to the danger 
of public morality, allows idiots or mental patients whose supervision 
is incumbent on him to go about freely in the streets or in public places, 
will be punished by a money fine up to 15 thalers (now up to 45 marks). 

If such a person has made an attack against persons or property 
belonging to others, or has acted contrary to public morality, and 
either no penal proceedings have even been instituted because the accused 
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person is not responsible for his actions, or a recognition of this has 
caused the penal procedure to be stopped, or if the danger to the 
community of such a person has been ascertained in some other way, 
the police authorities are entitled, on the basis of an opinion of the 
district medical authority, to order the internment of such a person in a 


lunatic asylum or sufficient supervision to be exercised over him in 
some other way. 


Article 81(d) of the Bavarian Police Penal Code 


Any one who allows children, sick persons, defective or idiots or other 
such-like helpless persons belonging or entrusted to him to be neglected 
in regard to protection, supervision, care, or medical assistance, will be 
punished by a money fine up to 30 thalers (now up to 90 marks), or 
by imprisonment up to four weeks. 

In the penal judgment it may be decided that the police authorities 
are empowered to care in some other way for the accommodation of 
the persons in question at the cost of those whose duty it is to do so. 
The power to do this, when it is a question of a measure for which 


an order of the chancery court is required, is dependent on the granting 
of the said order. 


Austria.—A distinction is made as to whether the person to be dealt with 
is suspected of mental disorder or is a case of undoubted psychosis. 

In the former case the internment is in a clinic (observation station) and 
not in a public asylum. It is effected on the certificate of the official medical 
officer (police physician, district physician, ete.). The clinic ascertains the 
patient’s mental state and, if normal, discharges him. If found to be suffering 
from mental disorder, his transfer to the nearest asylum is ordered. 

For admission to a public asylum, one certificate is necessary as to the 
mental state of the patient, which must also state that the patient is dangerous 
as regards himself and his environment. As a rule this certificate is issued by 
the district medical officer except in ‘‘ urgency cases’’, when any practitioner can 
certify, in which case the director of the asylum must send a report within 
24 hours to the police commissariat or district captaincy. Examination by the 
district medical officer follows. 

Every case admitted to a public asylum is notified to the provincial courts 
(civil), following which the patient is examined medico-legally (by one judge, 
one or two court psychiatrists, and one secretary) to decide whether the 
internment is admissible. A subsequent examination by the provincial court 
is held to settle any question of guardianship. 


URGENCY CASES (ADDITIONAL NOTES) 


France.—The medical certificate can be dispensed with. 

Italy.—In cases of urgency (or in order to avoid the slowness of the ordinary 
procedure with the magistrate), the relative of the insane person to be interned, 
furnished with the medical certificate, can obtain a decree of provisional retention 
from the police authorities. The subsequent official formalities are the same 
as in ordinary cases. 

Spain.—The mayor or magistrate or governor of the province may decide 
on immediate internment, but the ordinary procedure must follow. 

Holtland.—Can be dealt with by the mayor of the municipality instead. of the 
cantonal magistrate. The case can be received in any large hospital. 
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s: Germany.—Urgent internment ean be effected without medical certificate. The 
medical officer of the asylum certifies afterwards. 

Austria.—Certificate of any medical practitioner is sufficient to effect intern- 
ment. The police authorities are notified within 24 hours. 


SPECIAL PROVISIONS FOR PAYING PATIENTS 


France.—There are private hospitals which are subject to the same regulations 
as the public asylums, except that the prefect immediately orders an examination 
by a psychiatric inspector. There are also ‘‘pensionnats’’ attached to certain 
publie asylums. Certification does not differ. 

Italy—aAll private mental institutions are subject to the same laws as the 
public asylums. Certification does not differ. The same applies to patients 
treated at home or in nursing homes. 

Spain.—The same as Italy in this respeet. 

Holland.—There is no difference in the law as regards paying and non-paying 
patients. There are sanatoria in which paying patients place themselves for 
treatment as nerve patients. If necessary, they are certified and sent to the 
mental division of the institution. 

Germany.—Thete are many private mental institutions, homes, ete., and private 
mental nursing agencies. 

Paying patients in limited numbers can be received in public mental hospitals. 
There may be several classes of paying patients. In Berlin there is only one 
class of mental hospital, which includes those who pay and those who do not. 

The medical certificate presented on admission must be made out by the 
district medical officer or the director of .a public mental hospital or clinic. 
If the patient is already under guardianship, then if the admission is authorized 
by the guardian, the certificate of any medical practitioner suffices. 

Urgent admissions on the certificate of any medical man are allowed, but 
the district medical officer must then be notified within 24 hours, who examines 
the patient within 3 days after the receipt of the notice. 

Voluntary admission to private institutions is permitted on the production 
of the following documents: 

(a) A medical certificate that the patient understands all about the admission 
and that he is a suitable case for care and treatment. 

(b) The written declaration of the patient that he wishes to enter the 
hospital. 

Austria.—There are some private sanatoria for mental cases and ‘‘ paying 
departménts’’ in the mental hospitals. 

The law regarding admission is the same as in the case of public mental 
hospitals. 


DISCHARGE OF PATIENTS 

France: 

Recovered.—By the asylum in the case of ‘‘ voluntary internment’’. 

By the prefect in the case of ‘‘ official internment’’. 

By the attorney of the republic in the case of minors of a person ‘‘interdicted’’. 

Not recovered.—If interned ‘‘voluntarily’’, by the relatives or guardian or 
other person who has effected the internment unless the medical officer deems 
the patient to be dangerous. Discharge is then suspended and the prefect 


informed, who converts the ‘‘voluntary internmment’’ into an ‘‘ official 
internment’’. 


Italy: 
Recovered.—By the psychiatric hospital to his family. 















654 





MENTAL HYGIENE 


If the family do not remove him, then the president of the tribunal or the 
police authorities or the mayor of the commune at the place of origin of the 
patient is notified to effect the removal. 

Recovered.—By the asylum to his family. 

If the family do not remove him, then the police authorities effect removal. 

Not recovered.—The patient who is improved, but not recovered, however, 
may be discharged ‘‘under the legal responsibility of the manager’’ (who may 
secure himself by requiring a signature of guarantee on the part of the relative 
who takes charge of the patient. This signature has, however, only a moral 
and not a legal value.) 

Advice of ‘‘ discharge recovered’’ is immediately given to the police authorities 
and to the attorney of the king, who must then obtain from the tribunal a 
‘*deeree of definitive discharge’’, which is, however, usually issued a long 
time after the patient comes out. 

Advice of ‘‘discharge improved’’ is given to the attorney of the king, to 
the police authorities, and to the mayor of the commune to which the patient 
belongs. During the trial period of the patient the family must send, through 
the mayor, a medical certificate regpecting the state of the said patient to the 
manager every four months. 

When the manager declares an improved patient on trial has recovered, he 
gives advice of same to the attorney of the king in order that he may obtain 
the ‘‘deeree of definitive discharge’’ mentioned above. 

If, during the trial period, it is found to be necessary for the patient to 
return to the asylum, he is readmitted on production of a simple medical 
certificate. The manager must at once inform the attorney of the king, sending 
him a certified copy of this certificate. 

Professor Leonardo Bianchi, in the speech already quoted, said: 

‘Now I think we ought to be interested in the insane person on his own 
account; because he is ill, we ought to conceive of the institutions for mental 
diseases as hospital institutions, and not only from the point of view of public 
safety, for the so-called persons who are dangerous to themselves and to others. 
Moreover, the law is contradicted by the fact in that all those who are sent 
to and received by a lunatic asylum when they are dangerous, if they are not 
perfectly cured, remain as inmates of the lunatic asylum even when they have 
become quiet. In this the law contradicts itself, because it is vain to prescribe 
internment only for dangerous lunatics when from the technical point of view 
it is not possible to judge as to whether they have become inoffensive, and 
when there is no means of obliging the families and other public institutions to 
take over those who were interned on aceount of a psychiatric episode which 
rendered them temporarily dangerous. And there is another reason of contradic- 
tion between the provisions of the law and the practical fact. As the judging 
of the inoffensiveness is not absolute, but relative, as regards insane persons 
who are not perfectly cured, there is no director, however generous he may be, 
cultivated, and of strong mind, who would expose himself to the rigors of the 
law by releasing alienated persons whom he judges to be no longer dangerous, 
who could be useful members of society, especially if they are farm laborers 
and assisted by their families, because the law in the first paragraph of 
Art. 3 attributes to the director of the lunatic asylum the responsibility for 
the acts which the discharged lunatic may at any time commit. In fact, in 
this it is stated: The director may discharge a patient who is no longer in a 
condition of being dangerous, but only on his own responsibility. 

‘*This factor, restrictive as to the discharge of imsane persons from the 























NOTES AND COMMENTS 655 
psychiatric hospital, must be suppressed. These institutions must be allowed 
to breathe; the discharge of the patient should be left to the judgment of the 
sanitary authorities, who know, moreover, the surroundings to which the lunatic 
will or will not be entrusted.’’ 

Spain: 

Recovered and not recovered.—By the asylum and by the relatives, the governor 
of the province being notified. 
Holland: 

Recovered.—By the clinics, hospitals, and asylums. 

Not recovered.—By the clinics, hospitals, and asylums, on trial. A special 
provision in the law enacts that an insane patient, through not recovered, may 
be discharged, if the cost of his maintenance is not forthcoming. 

Germany: 

Recovered.—By the clinics and asylums. 

Not recovered.—(a) Patients can be discharged on trial. 

(b) On the undertaking of his relatives to be responsible for him and all 
the consequences following his discharge. Regarding dangerous cases, on such 
an application being made, the police authorities are informed, and if they 
do not act within 3 weeks the patient must be allowed to go. If the police 
decide against the discharge, the patient remains in hospital. 

The patient must be discharged, whether recovered or not— 

(a) If ‘‘guardianship’’ has been refused by a court; 

(b) If the legal representative demands discharge and the police sanction it. 

The police are informed when it is proposed to discharge or allow out on 
trial cases admitted from prison or from the courts. 

As regards private institutions, a patient not a minor or under guardianship, 
on applying for his discharge in writing, the head of the institution, if he does 
not comply with the request, must transmit the same with a report to the public 
prosecutor. 

Austria: 

Recovered.—By the asylum. In ‘‘guardianship’’ cases the discharge must be 
notified to the ‘‘competent court’’. 

Not recovered.—By the asylum to the care of relatives and on a suitable under- 
taking when necessary. In the latter case the police authorities, political 
authorities, district captaincy, and others must investigate the question whether 
the person giving the undertaking can carry it out and need to approve of the 
discharge. Harmless chronics can be sent to infirmaries and colonies. 






STATE SUPERVISION OF MENTAL HOSPITALS 


France.—Supervision is exercised by the minister of the interior through the 
prefect, the mayor, the attorney of the republic, the magistrates who visit 
the hospitals. The patients are regularly examined by psychiatric inspectors 
commissioned by the prefect. 

Italy.—Supervision is exercised by a provincial commission formed by the 
prefect, the provincial medical officer, and a psychiatrist. The commission 
visits the asylums once every year. 

Professor Leonardo Bianchi remarks: 

‘*The same thing has happened with the inspections of lunatic asylums; the 
medical man and director of a lunatic asylum become for some time members 
of the commission of vigilance of other lunatic asylums; thus they are inspectors, 
but, in their turn, they must suffer inspection as the other institutions. It is 
needless to examine the objections as to this. On the other hand, it is known 
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by everybody that the inspections are made once a.year; it is known that 
the prefecture is preparing the inspections, and it is understood that everything 
goes well. But the character of the inspections is extraordinarily delicate 
as regards lunatic asylums, because it is a question not only of making sure 
whether the registers required by the regulations exist and whether things are 
kept in hygienic conditions and the clinical records are kept, but to make 
sure that there are not kept in lunatic asylums persons who ought not to be 

i retained there; the law is specially preoccupied with respect to the liberty of 

i the citizens.’’ 

Spain.—Supervision is nominally by the minister of the interior, who delegates, 
is through the governor of the provinee, the provincial sanitary inspector to pay 
visits of inspection. 

Holland.—The state provides two inspectors of lumacy, who visit the asylums 
whenever they wish. 

Germany.—Supervision is exercised by the chief president of the federal state, 
and the asylums are inspected annually by a visiting commission composed of a 
medical councillor, an experienced mental specialist, and, in some cases, a 
state medical officer. In some states these inspections have ceased during the 
past year or so. 

Austria.—Psychiatric clinics are subject to the minister of education. There 
is only provincial control. There are no state inspectors. 


PSYCHIATRIC CLINICS AND SIMILAR PROVISIONS 


France.—In the cities and large towns the ordinary hospitals have wards, 
where patients suffering from mental disorders and who are not certifiable are 
treated. 

Italy—There are municipal psychiatric hospitals, and some clinics are separate 
institutions maintained by the state. Provision is inadequate for recent cases, 
because only dangerous and chronic patients can be received in the provincial 
asylums. It is proposed that some twelve to fourteen neurological clinics should 
take mental cases. 

Spain.—General hospitals only have psychiatric clinics attached, but not all 
of them. Some of their regulations exclude mental cases. 

Holland.—The elinie system is well-developed and encouraged. Psychiatric 
clinies are connected with universities and other medical clinics. Asylums also 
have attached ‘‘approved institutions’’ for uncertified cases. The doctors of 
the asylum are prohibited from certifying these cases if the necessity for 
such arises. 

Germany.—Clinies are only in connection with the universities. In certain 
large general hospitals mental patients are temporarily admitted, but no pro- 
longed treatment takes place. Patients who do not recover early are transferred 
to the asylum. 

Austria.—Psychiatrie clinies only exist in connection with three universities. 
Some of the large general hospitals receive mental cases temporarily, but 
only to pass them on to the clinics or asylums. 




























AFTER-CARE 








France.—Patients who do useful work while under care in the asylums receive 
remuneration. Part of this money is retained by the asylum and handed to 
the patient on discharge. Necessitous patients may, on discharge, receive 
assistance to help them while seeking employment. 

There appears to be no ‘‘after-care’’ as we know it in England. 
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Italy.—There exists in connection with some asylums a society for the assistance 
of the insane poor, which, in addition to grants of money, has recently been 
providing the means for re-adapting the insane for outside life and employment. 
But these funds depend on private contributions, and are independent of the 
administration of the asylums. The manager of the asylum, however, is 
generally president of the society. 

Spain.—There is no ‘‘after-care’’ and no grant to necessitous patients on 
discharge. 

Holland.—There are no grants from official funds to indigent patients on 
discharge. There are private funds, however, which help in this direction. 

Germany.—Slight pecuniary assistance is given from public and private funds 
to assist patients on discharge. Patients may also be discharged to ‘‘ welfare 
centers’? in some cities. In some provinces there are ‘‘associations for aiding 
discharged mental patients’’. 

Austria.—iNo grants are made from public funds to poor patients on discharge. 
Private charities, such as that in Vienna known as the ‘‘ Association for the 
Support of Persons Discharged from Curative Establishments’’, may assist 
some cases. 


SUGGESTIONS FOR A COURSE OF TRAINING FOR Psycuiatric Soca, WorK 


The executive committee of the Section on Psychiatric Social 
Work of the American Association of Hospital Social Workers, now 
the American Association of Psychiatric Social Workers, has tenta- 
tively formulated the following suggestions in regard to the training 
of psychiatric social workers. The committee is composed of 
Mrs. Maida H. Solomon, Boston, president; June Lyday, Iowa City, 
vice-president ; Margaret L. Wirt, Boston, secretary-treasurer; Mary 
C. Jarrett, Boston; Katharine Moore, Chicago; Helen L. Myrick, 
Chicago; and Mrs. Margaret J. Powers, New York City. 


Requirements for admission: No student is accepted who is under twenty-one 
years of age or is still engaged in undergraduate college work, since an adult 
point of view is essential in this field. 

Completion of a full college course is a prerequisite, or an equivalment education 
in exceptional cases. 

Certain personal qualifications, in addition to intelligence and general ability, 
are essential. They are described as follows in the vocational pamphlet prepared 
by the Section on Psychiatric Social Work: ‘‘It is generally agreed that the 
psychiatric social worker should possess those qualities that are required for any 
type of professional work, should be intelligent, alert, sympathetic, well poised, 
and adaptable, and should have an objective attitude, ability for clear analysis, 
and interest in experimentation. She should be in good physical and mental 
health, old enough to have a certain maturity in point of view and young enough 
to be flexible in her attitudes. She must be able to deal with all sorts of persons 
in a manner that wins confidence, recognizing the superior knowledge of her 
associates in the fields in which they have had special training, but possessing the 
initiative, independence, and vision to develop her own work to its highest 
potentialities’’,1 


1 See Vocational Aspects of Psychiatric Social Work. Menta Hyatens, Vol. 
9, July, 1925. P. 572. 
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Length of the course: ‘‘The training courses cover from fourteen to eighteen 
months of academic work.’’1 The course may be given in two academic years 
or in a continuous period with one or more short vacations. 

Relation of study and practice: The practice of social case-work in psychiatric 
problems is the foundation of the course. It is only through practice and experi- 
ence with patients that the student can acquire the habitual attitudes and the 
adaptable technique necessary for success in psychiatric social work. The theo- 
retical courses and academic exercises contribute to this object by furnishing 
information and theories, and they also provide the background of knowledge that 
is essential to a broad grasp of the subject of psychiatric social work and incul- 
cate the scientific attitude that should differentiate the trained from the untrained 
social worker. 

The practice work is the most diffieult part of the course to plan. The whole 
matter of practical training is in an experimental stage, and there are no prece- 
dents that can be accepted unconditionally. Several conflicting methods are 
advocated in regard to (1) the amount and distribution of time to be given to 
practice work, (2) the type of social supervision to be given, and (3) the type 
of psychiatric agency to be used. 

Amount and distribution of time for practice: It seems to be generally agreed 
that nine months, or over 1,400 hours of the course, should be devoted to practice 
work. This is also in accord with the Report of the Committee on Training for 
Hospital Social Work.2 

The distribution of the time given to practice work is the most difficult problem 
in planning the course. The original method in schools of social work was to 
devote a number of hours each week to practice. ‘‘The time so spent has in- 
creased in most schools from two hours to two or three days, as the schools have 
realized the futility of having students try to handle practical problems in short 
bits of time; certain schools, finding that their students’ practice still lacked 
continuity, have devoted ‘blocks’ of time to it.’’’ Two weeks or a month of 
full time at intervals are given to practice work in several schools, supplementing 
the usual two or three days a week. The school at Smith College devotes nine 
months to continuous practice. At the New York School approximately one-half 
of the total amount of time required for the earning of a diploma is spent in field 
work. 

Continuity and concentration in experience with patients is particularly im- 
portant in psychiatric social work. The field is still so new that it is possible 
to plan training courses according to its needs and not merely in accordance with 
customs in other fields of social work. In planning a course, careful considera- 
tion should be given to principles of training in social case-work as applied in the 
field of mental hygiene and to their adaptation to local facilities. 

The method of full-time practice work for a period of six or nine months has 
not received much general discussion owing to the fact that, in schools where 
other courses were given by the earlier method, the courses in psychiatric social 
work were naturally planned along similar lines. It seems desirable that there 
should be a full diseussion of this method with reference to this field. 

There are three important points to be considered: (a) continuity in the case- 


1 Vocational Aspects of Psychiatric Social Work, p. 573. 


2 Report of the Committee on Training for Hospital Social Work. (Amer- 
ican Hospital Association Bulletin, No. 55.) Chicago: American Hospital Asso- 
ciation, 1923. P. 20. 


8 Idem, p. 19. 
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work , (b) the correlation of theory and practice, and (¢) the work of the agency 
used as a field for practice. 





(a) Continuity in the case-work: In psychiatric cases particularly, 
much depends on the patient’s confidential relation to the social worker, 
and one worker at a time should have the responsibility for the case. 
When the student is not on duty continuously, it is almost impossible to 
allow her to take responsibility for cases. Also, the student who is on 
full-time duty, through a more intimate knowledge of the agency, acquires 
early a more responsible attitude toward the case-work and can be 
trusted with more responsible work. 

(b) Correlation of theory and practice: In a good course, theory and 
practice are never divorced either in the class work or the field work, for 
the theoretical courses are given with reference to practical application 
and the theory of field work is analyzed with the student by the super- 
visor in the agency and the school supervisor. 

The question here is whether study and practice can best be carried 
on side by side with approximately one-half of the week devoted to each, 
or in special periods devoted primarily to study or to practice. By the 
latter method, periods for study come best at the beginning and end of 
the course, with a practice period of at least nine months in between. A 
small amount of study should be required in the practice period and a 
small amount of practical experience might be required in the study 
period. The student’s natural desire to begin some practical work as 
early as possible must be considered. 

The advantages of full-time practice work, in giving the student 
deeper insight, a more comprehensive grasp of her work, and more 
responsible duties, should be weighed carefully in connection with the 
question whether there is an equal advantage in carrying on the class 
work and the practice work at the same time. The question here is to 
what extent and in what way is the daily work in the classroom related 
to the daily work in the field? 

(c) The work of the agency: A student who is on duty every day for a 
considerable period may be a help to the agency after a short time. As 
soon as she becomes familiar with the situation, her services may be used 
in such a way that she more than repays the time her training requires 
from the agency. 











































2. Type of social supervision: It is generally agreed that family case-work is 
an essential of social case-work training. The question has arisen whether experi- 
ence in family case-work can be obtained best in a family welfare agency or 
in a psychiatric agency. A large proportion, if not a majority, of psychiatric 
cases present family problems. The question is whether the student would 
receive a better foundation in case-work by spending a period of from one 
to three months in a family welfare agency before beginning case-work in 
the psychiatric agency. Would she gain points of view in the former that she 
would not receive in the latter? It has been said that the student who has had 
no experience in a social agency, outside of the psychiatric clinic or hospital, is 
apt to have a narrow view of social work. An argument against this arrangement 
of time is that, at present, the supervision in the family agency may lack the 
mental-hygiene point of view. A supplementary period in a social agency at the 
end of the course has also been suggested. 

The only solution of this problem that is possible under present-day conditions 
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seems to be to effect the best combination of supervision and instruction in case- 
work that the local situation affords, taking into consideration the importance of 
the mental-hygiene point of view from the beginning to the end of the course, 
continuity in case-work, breadth of view, and the expertness of the supervision. 

The daily case-work should be graded and supervised in the agency by some 
systematic method. In addition, a supervisor from the school should systemati- 
cally ascertain that the student is making satisfactory progress in her understand- 
ing and attitudes as well as in her accomplishment. 

3. Type of medical agency: There are two main questions to be met here: 
(1) whether satisfactory training can be given in a clinic dealing only with chil- 
dren or in a clinic or hospital dealing only with adults; and (2) whether satis- 
factory training for mental-hygiene work can be given in a psychiatric agency 
dealing with cases of mental disease only or of mental defect only. 

The principle underlying both of these practical questions is the psychiatric 
content required for a sound and thorough preparation for psychiatric social work, 
which has not yet been generally agreed upon. It is obvious that lecture courses 
in any particular subdivision of social psychiatry do not entirely take the place of 
personal experience with those phases of the subject. It is also clear that every 
psychiatric agency cannot offer the student direct experience with all types of 
psychiatric cases. 

In a psychiatric clinie and hospital, the student comes in contact with every 
type of patient. But there are special clinics, serving a more or less limited 
group of patients, in which good medical and social supervision are available. 
The same is true in certain schools for the feebleminded. If a student wishes to 
work especially with the feebleminded, would she do better to have her practice 
work entirely in that field? If she intends to work with children having behavior 
problems, is it better for her to have all of her practice work with children? 

Another question that arises here is whether direct contact with ward patients 
is an essential part of complete training. This question also goes back to the 
fundamental inquiry: How much knowledge of psychiatry—that is, of both 
mental disorders and mental hygiene—should be expected of a trained psychiatric 
social worker? 

The questions involvéd here call for more careful formulation, discussion, and 
experimentation, before a satisfactory solution is reached. 

Courses; The Report of the Committee on Training for Hospital Social Work 
in 1923* presents a curriculum for psychiatric social work that was carefully pre- 
pared and is probably as adequate as a two-year course can be made. 

It seems to be agreed generally that all of the courses given in preparation 
for psychiatric social work should have a direct and practical bearing upon the 
ease-work; that the theory should be taught from the point of view of its applica- 
tion to actual case problems; and that the case method, the discussion of actual 
cases, should be used in all courses as far as possible. 

Thesis: The writing of a thesis on some psychiatric-social subject is consid- 
ered especially important as training for the preparation of reports, which the 
student will be called upon to write in her later work. As far as possible the 
studies undertaken should have intrinsic value and should be an addition to our 
knowledge of the subject. The main value of the thesis, however, lies in the 
training it gives the student. The subject chosen should be social rather than 
primarily medical. 

Mental hygiene of the student: The students should be encouraged to make 
the most of the opportunities offered by the course for improving their own mental 


1 See note 2, page 658. 
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hygiene and correcting their own personality defects. The school should offer the 
students opportunities for consultation concerning their personal problems of 
adjustment. 


Annual Statistics or DerectivE, DEPENDENT, AND DELINQUENT 
CLassEs IN INSTITUTIONS 


At the request of representatives of several organizations actively 
interested in the compilation of statistics relating to crime and 
insanity, a conference, called by the Director of the Census, was held 
at the Bureau of the Census in Washington on April 28 last, to 
consider what could be done toward providing for the annual compila- 
tion of statistics relating to the inmates of prisons and reformatories, 
hospitals for the insane, and other institutions for the defective, 
dependent, and delinquent classes, the decennial compilations author- 
ized by the existing law being deemed insufficient. 

The conference was attended by the following persons: Sanford 
Bates, President of the American Prison Association and Commis- 
sioner of Correction of Massachusetts; E. R. Cass, General Secretary 
of the American Prison Association and the New York State Prison 
Association; Frederic B. Crossley, Chairman of the Committee on 
Records and Statistics of the American Institute of Criminal Law 
and Criminology; Emil Frankel, Statistician of the Pennsylvania 
State Department of Welfare; Dr. Hastings H. Hart, Consultant in 
Delinquency and Penology of the Russell Sage Foundation; Horatio 
M. Pollock, Statistician of the New York State Hospital Commission, 
and representing the American Psychiatric Association and the 
American Statistical Association; Dr. Frankwood E. Williams, 
Medical Director, The National Committee for Mental Hygiene; 
Dr. George K. Pratt, Assistant to the Medical Director of The 
National Committee for Mental Hygiene; and Professor Sam B. 
Warner, Director of the Committee on Records and Statistics of the 
American Institute of Criminal Law and Criminology. The Census 
Bureau was represented by William M. Steuart, Director of the 
Census; Dr. Joseph A. Hill, Assistant to the Director; and Leon N. 
Truesdell, Chief Statistician for Population. The resolutions passed 
by the conference, which are given below, have since been approved by 
Secretary Hoover, and beginning with this year, annual statistics are 
to be compiled. 





RESOLUTIONS 
Section One 

WHEREAS, it has become evident that in the rapid current of our present 
social life more frequent compilation of data in regard to the mentally ill, the 
feebleminded, the epileptic, the delinquent, and other dependent and abnormal 
groups is needed, in order to plan adequately for the care and treatment of 
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these classes and for the prevention of the social disorders and social problems 
that arise from the presence of these individuals in the community; and 

WHEREAS, several national organizations, including the American Psychiatric 
Association, the American Statistical Association, the American Institute of 
Criminal Law and Criminology, the American Prison Association, and The 
National Committee for Mental Hygiene, have already gone on record in favor 
of annual institutional statistics as herein requested; and 

WHEzEas, such data will be eagerly sought by managers of Federal, state, 
and city institutions, by legislative committees, by state supervisory departments, 
by social agencies, by departments of sociology in the universities, and by many 
persons in private life who are deeply interested in social problems; and 

WHEREAS, the compilation of such data at ten-year intervals as heretofore is 
not sufficiently frequent to answer the requirements, therefore be it resolved 

I. That the Bureau of the Census, of the Department of Commerce, should 
be authorized to collect statistics regarding institutional classes annually, instead 
of only decennially; 

Il. That it is the sense of this,committee that increasing emphasis should be 
placed by the Census Bureau on social statistics, to supplement and reénforce 
the excellent and exhaustive business statistics now gathered by said bureau, 
and that said social statistics should cover the subjects of mental disease, crimin- 
ology, poverty, etc., reliable information as to which is essential if our national 
life and business is to be improved along sound and scientific lines; and 

III. That it is the opinion of this committee that the Bureau of the Census 
should serve as a central office to compile statistics on the basis of reports 
made by the different institutions, and that the success of the central office 


under such a plan must depend largely on the codperation of the states and 
institutions. 
Section Two 


WHEREAS, the efforts of the American Psychiatric Association and The National 
Committee for Mental Hygiene during the past nine years in the establishment of 
a system of uniform statistics in state hospitals throughout the country have 
laid the foundation and make now practicable the collection of annual statistics 
on a nation-wide basis, therefore be it resolved 

IV. That the Federal Census Bureau be requested to collect statistics annually 
of patients in public and private institutions (exclusive of those for temporary 
care) for mental disease, mental defects, and epilepsy; 

V. That data on the following subjects be collected, tabulated and published: 

a. Movement of patients by sex 

b. Mental classification of first admissions by sex 

c. Race, nativity, and parentage of first admissions by sex 

d. Data for readmissions, to be the same as for first admissions (see b and c) 

e. Mental classification of discharges, by sex and by condition on discharge 

f. Mental classification of deaths, by sex and by cause of death 

g- General information and administrative personnel of state hospitals for 

mental disease and epilepsy and schools for the feebleminded 

h. Financial operations of state hospitals for mental disease and epilepsy and 

schools for the feebleminded. 

VI. That these data be obtained: 

a. From central state agencies in the several states, so far as possible 

b. From institutions which could supply satisfactory correlated tables, in states 

where central boards do not exist 
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c. Individual schedules to be obtained by the Federal Census Bureau from 

such institutions as could not supply satisfactory correlated tables. 

VII. That efforts should be made to obtain data for 1926 from as many 
institutions as are equipped to give it, in the expectation that the report for 
1927 will be more complete, and that for 1928 still more complete; and 

VIII. That all institutions for the care of the insane, feebleminded, and 
epileptic be urged to furnish annually to the Bureau of the Census the data 
necessary for the compilation of statistics, as outlined above. 

Section Three 

WHEREAS, there is a general and increasing demand for authentic information 
as to the causes, the extent, and the increase or decrease of crime; and 

WHEREAS, it is essential in dealing with the perplexing problem of crime that 
comparable and authoritative annual statistics concerning crime and criminals 
be collected from the Federal, state, county, and municipal agencies involved 
in the administration of criminal justice, including police, prosecuting attorneys, 
courts, and penal institutions; and 

WHeErzEAS, of these various agencies penal institutions are at present best 
organized to furnish the information necessary for the publication of such 
statistics now, therefore, be it resolved 

IX. That the Bureau of the Census, of the Department of Commerce, be urged 
to inelude in its program the publication of annual criminal statistics and that 
such publication be commenced by arranging for the immediate collection, tabula- 
tion, and publication of annual statistics relative to the inmates of penal 
institutions. 

Section Four 

WHEREAS, it is ultimately desirable that statistics be published relating to 
inmates of all penal institutions, Federal, state, county, and municipal; but 
recognizing the difficulty of obtaining the information necessary for such statistics 
from county and municipal institutions at this time, be it resolved 

X. That all state penal institutions be urged through the Federal Census 
Bureau to furnish annually the tables or data necessary for annual national 
statistics directly to the Bureau of the Census; and 

XI. That all state bureaus or departments having control or supervision over 
penal institutions be urged to collect and tabulate, for possible future compilation 
by the Bureau of the Census, data with reference to county and municipal 
institutions. 

Section Five 

WHEREAS, certain work preliminary to obtaining statistics from state penal 
institutions has been accomplished by volunteer committees of the American 
Institute of Criminal Law and Criminology and the American Prison Association, 
and a sample record card and forms for statistical tables, approved by the 
Bureau of the Census, have been distributed to, and are now used by, many of 
such institutions, be it resolved 

XII. That the continued use of records similar to those above referred to be 
considered by the Bureau of the Census, in order that minimum standard statistics 
consistent with the possibilities of the institutions may be collected; 

XIII. That the Census Bureau be requested to make immediate arrangements to 
collect and tabulate the statistics referred to from such of the state penal insti- 
tutions as are equipped to furnish them for the calendar year 1926, and that 
all state penal institutions furnish, beginning January 1, 1927, the information 
with regard to inmates committed during 1927, and forward it promptly to the 
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Census Bureau in such manner and at such times as it may direct and on forms 


prescribed by it, not inconsistent with the record card above referred to. 
Section Sia 


Be it further resolved 


XIV. That better results may be expected and a greater degree of accuracy 
and reliability achieved if the work of tabulating and correlating statistics 
(whether gathered by the Census Bureau direct or by the various states) be 
done by the Census Bureau; 

XV. That it is desirable that a manual of instructions and information for 
the gathering of data by courts, institutions, and other agencies be prepared 
and submitted for approval to the Census Bureau by this committee and that 
the Census Bureau be requested to print and circulate the same; and 

XVI. That this committee expresses its willingness to assist the Census Bureau 
in every way in its work of gathering statistics and suggests the appointment 
of sub-committees to meet and confer with the director at his convenience. 


AMERICAN ASSOCIATION oF PsycHiaTric Soctan WorRKERS 


The Section on Psychiatric Social Work of the American Associa- 
tion of Hospital Social Workers formally disbanded at the annual 
meeting held at Cleveland on May 26, 1926, and a new, independent 
organization, the American Association of Psychiatric Social Workers, 
was formed. For the past year the members of the Section on Psy- 
chiatric Social Work have been considering, whether—in view of the 
relation of psychiatric social work to the whole field of social work— 
it would be to the best interests of the professional group of psy- 
chiatric social workers to continue as a part of a larger group whose 
interests are primarily medical and centered to a large extent in 
hospitals. As the greatest developments in recent years in psychiatric 
social work have been outside of the hospital field and more closely 
allied to general social work, after careful consideration, the Section 
on Psychiatric Social Work decided to withdraw from the parent 
organization. The American Association of Hospital Social Workers 
has maintained cordial relations with its section during the past year 
of indecision and has helped in every way to facilitate the plans for 
reorganization. The new Association of Psychiatric Social Workers 
realizes that it has been of inestimable value during the period of 
initial growth to have been affiliated with a larger, well-established 
professional group of hospital social workers, and does not expect 
that the separation will lessen the codperation between the two bodies. 

The officers of the American Association of Psychiatric Social 
Workers are: Maida H. Solomon, Boston Psychopathic Hospital, 
president; June Lyday, Iowa Psychopathic Hospital, vice-president ; 
and Kathleen Ormsby, The National Committee for Mental Hygiene, 
secretary-treasurer. The members of the executive committee are 
Sarah Ivins, Bureau of Children’s Guidance; Mary C. Jarrett; Grace 
F. Marcus, The National Committee for Mental Hygiene; Katharine 
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Moore, Michael Reese Dispensary; Helen L. Myrick, Illinois Society 
for Mental Hygiene; and Mildred C. Scoville, Commonwealth Fund. 

The work of the association is indicated by the recommendations 
made by the president in her annual report to the members: 


1, That a general study of the preparation required for psychiatric 
social work, together with an intimate survey of courses now being given 
and their possibilities, be made by the training committee, codperating 
with the work now under way by the educational secretary of the Amer- 
iean Association of Hospital Social Workers. 

2. That an effort be made by section members representing psychiatric 
social work in different localities to recruit more workers from colleges 
through lectures or appointments with small groups of students. 

3. That the effort to secure funds for case-work research be continued. 

4. That informal local groups of members be formed, either independ- 
ent of already existing local groups of psychiatric social workers when 
the local membership has only a small minority of national members, or 
as part of already existing local groups when the local membership has a 
large majority of national members, Through such groups of members 
not only important local and national problems can be studied, but a 
medium is offered for the discussion of questions of importance to the 
national organization. 

5. That the regular semiannual meeting with the American Hospital 
Association be discontinued, to be replaced biennially by a semiannual 
meeting with a health group decided on by the executive committee, the 
annual meeting continuing as heretofore at the time of the National 
Conference of Social Work. 

6. That the program at the annual meeting consist mainly of round 
tables on problems in psychiatric social work, with a limited number of 
general meetings in codperation with such groups as the American Asso- 
ciation of Hospital Social Workers, the National Conference of Social 
Workers, and so on. 

7. That an effort be made each year to put aside a surplus, however 
small, so that a permanent endowment fund may be encouraged. 

8. That an educational program be developed through enlarging the 
number of places where we exhibit, to include some of the state confer- 
ences; through the development of a national bulletin by the publications 
committee; and by the publication of our annual proceedings. 
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